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PINA bifida occulta, which literally is the 
hidden form of cleft spine, may better be 
defined as a congenitalabnormality in which 

there is a cleft or other defect in one or more of the 
spinous processes or laminz of the vertebre but 
no external sac. 

While the ordinary form of spina bifida was 
described by Nicolai Tulpius (91) of Amsterdam 
in 1685, the earliest record of the occult form, 
according to Brickner (13), was published in 
1857 in the Transactions of the Pathological 
Society of London by Johnson Athol (2) who 
described a case with a “fatty tumor from the 
sacrum of a child, connected with the spinal 
membrane.” The term “spina bifida occulta,” 
however, was not used until 1875 when Virchow 
(98) reported the celebrated case of Miss Bell 
Carter of Blue Bank, Kentucky, who had been 
appearing in dime museums as the “lady with a 
horse’s mane”’ and who proved to have a spina 
bifida occulta of the second to fifth dorsal vertebra 
with an overlying hypertrichosis (46). 

Since then clinicians and anatomists have 
considered this subject with increasing interest 
as the better understanding of the pathology 
illuminates some of the heretofore misunderstood 
maladies of the extremities and offers a rational 
hope for their therapy. The most fundamental 
conceptions of embryology have been investigated 
in efforts to arrive at the etiology. Another reason 
for the increased interest in the subject is that 
the condition is recognized to be much more 
frequent than previously suspected. While the 
incidence has been placed as high as 5 per 


cent, perhaps the most accurate indication of the 
occurrence of spina bifida occulta may be obtained 
from the research of Theodora Wheeler (101). 
Wheeler studied 1,000 consecutive X-ray plates 
of the lumbar region in white adults and found an 
incomplete closure of the vertebral posterior 
arches in the last lumbar vertebrae to be present 
in 2.3 per cent. The entire sacral canal was 
open in 2.89 per cent of cases collected from five 
series. 

Incomplete closure of the vertebral arches may 
OO as follows (modified from Thorndike, 
91): 

I. Posterior spina bifida. 

A. Rachischisis. The more severe form of 
spina bifida in which there is an incomplete 
closure of the neural canal for either all or 
part of its length. In these cases the everted 
lining of the neural canal forms a reddish band 
down the middle of the back. 

B. “Spina bifida.” The more common 
variety generally seen in infants: (a) hydro- 
meningocele, in which the sac fluid distends the 
subdural space; (b) myelomeningocele, in which 
the sac fluid is in the subarachnoid space; (c) 
syringomyelocele, in which the sac fluid is in the 
canal of the cord; and (d) the von Reckling- 
hausen, or mixed type, in which the fluid distends 
both the central canal and the subarachnoid 
space. 

C. Spina bifida occulta (merorachischisis). 
II. Anterior spina bifida, which is rare. 

While the etiology is as yet not accurately 
determined, numerous theories have been pro- 
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posed and a great deal of research has been done 
from the standpoint of both experimental 
embryology and pathologic anatomy. In the first 
few days of the life of the embryo there appears on 
its surface the dorsal groove which is soon 
deepened, infolded, and closed by the beginning 
of the third week. It is then pinched off from the 
overlying epidermis. At this stage in the de- 
velopment it will be seen that the closed neural 
tube or canal lies immediately subjacent to the 
skin, from which it presently becomes entirely 
free. In the normal course of events the meso- 
blastic tissue, from which the vertebral arches 
and the spinous processes are formed, interposes 
itself between the skin and the underlying neural 
canal. In spina bifida occulta, however, this 
fails to take place and the neural canal lies 
immediately below the skin and attached to it. 
The theories explaining the failure of this meso- 
blastic growth fall into two great classes. The 
first assume some disability in the mesoblastic 
tissue itself or in the adjacent and adherent 
epiblastic layers, while the second put the blame 
upon an excessive secretion of cerebrospinal 
fluid which prevents or retards the ingrowth of 
the mesoblastic tissues. 

Virchow thought that the abnormality was due 
to local inflammatory processes which occurred 
in the third or fourth week. Marchand blamed 
mechanical causes. Mall’s (50) theory of mon- 


sters ascribes them to faulty implantation of the 
ovum in the wall of the uterus and the subsequent 
disturbance of nutrition. More recently Joseph 
(48) has emphasized that the defect takes place 
in the membrano-cartilaginous stage rather than 


in the osseous stage. Experimentation has 
furnished some very suggestive information. 
Morgan and Tsuda (65) found that by placing 
frogs’ eggs in a 0.6 per cent solution of sodium 
chloride, closure of the blastophore was prevented. 
Hertwig (40) elaborated this method to the 
extent that permanent spina bifida was produced. 
While Stockard (go) was abie occasionally to 
produce spina bifida in Fundulus heteroclitus 
(the common minnow) by means of magnesium 
chloride solutions, as many as 50 per cent of his 
specimens showed cyclops. Of interest in this 
connection is Mall’s (59) statement that spina 
bifida is usually accompanied by other mal- 
formations. That the mechanical action of 
amniotic adhesions might play a réle is dis- 
credited by the work of Dareste (22) whoartificial- 
ly produced a spina bifida in amphibians which 
have no amnion. Tumors and foetal kyphosis 
have also been mentioned as possible causal 
agents in spina bifida. 


Sharpe (85) contends with no little reason that 
spina bifida is caused by the pressure of an ab- 
normally large amount of cerebrospinal fluid. 
He says that the choroid plexus of the cerebral 
ventricles are formed in the second month of 
foetal life or about one month before the skin and 
cord would normally be separated by the meso- 
blastic tissues. The increased pressure, particular- 
ly at the place of last closure, would tend to 
prevent or to retard the ingrowth of the meso- 
blastic tissues. He further strengthens his con- 
tention by the results of experiments on dogs. 
After a preliminary laminectomy, a large flap of 
skull was removed and pressure was applied to the 
exposed dural surface. The pressure having been 
gradually increased for some days, it was noted 
that there was a definite bulge in the lumbar region. 
The fact that hydrocephalus not infrequently 
follows spina bifida operations supports Sharpe’s 
view. Patterson (68) showed that when the pres- 
sure in the canal is relieved the lamine may 
take on a new growth. 

Dependent upon the extent of the pathology, 
the symptoms attributable to spina bifida occulta 
may either be entirely absent or unnoticed 
throughout life or may be manifest from early 
infancy. The spinal cord may be normal or, 
according to Katzenstein (49), it may be ab- 
normal by reason of a false anlage or pressure in 
early youth at the site of the deficiency or 
traction on the cord by the strand which connects 
the cord to the skin. Katzenstein (49), however, 
has called attention to the frequency with which 
the symptoms first appear at the age of puberty, 
that is, from the ninth to the seventeenth year. 
His explanation of this fact is that in these 
years skeletal growth is at its maximum and in 
consequence a maximum amount of pull is ex- 
erted on the lower end of the spinal cord which 
has remained adherent to the skin by a strand of 
epiblastic tissue which passes through the ad- 
jacent bony structures. 

That there has been a pull on the cord since 
intra-uterine life is evident when we realize 
that at. the age of 5 or 6 months the conus 
medullaris is normally at the level of the third 
lumbar vertebra. In some cases of spina bifida 
occulta the cord is stretched and narrowed so 
that its lower end is in the sacrum. Von Reckling- 
hausen (73) reports a case in which the conus 
medullaris was opposite the second sacral verte- 
bra. While this traction on the cord may cause 
symptoms in early life, it may be exerted so 
gradually that it has no effect until the increased 
discrepancy between the cord and the skeletal 
parts at puberty causes an extra amount of pull. 


CHRISTOPHER: SPINA BIFIDA OCCULTA 3 


The pathology of spina bifida occulta is varia- 
ble. Binder (10) says that the presence of a 
definite split in the vertebra is not an absolutely 
essential characteristic of spina bifida occulta. 
Brickner (13), who has studied the subject more, 
perhaps, than any one else in this country, 
concludes from his work at operation and 
autopsy that there may be a cleft of varying 
length or breadth in one or more of the arches 
accompanied by one of the following conditions: 

1. A distinct meningocele protruding through 
the cleft. 

2. Closure of the cleft by a tough membrane 
adherent to the overlying skin or non-encap- 
sulated fat and connective tissue. 

3. Perforation of the membrane by a dense 
band attached to the subcutaneous tissues 
externally and compressing the cord structures 
internally. 

4. Lipomatous tissue within the canal con- 
cealed by this membrane. 

5. Bulging of the dura mater. 

6. An exostosis within the canal compromising 
the cord tissues. 

7. A myofibrolipoma extending through the 
cleft and into the bony canal, disturbing and 
compressing the cord and its roots. 

8. Degeneration of the cord tracts. 

MacLulich (58) reports the case of a new-born 
child with a fistulous opening into the central 
canal of the cord. It is probable, however, that 
this case should not classed as one of spina bifida 
occulta. Chiari (16) reports a case of spina 
bifida occulta sacralis with bony deformity of 
the pelvis. 

There are numerous signs and symptoms which 
may occur in the clinical picture of spina bifida 
occulta but no one of them is invariably present. 
Many cases of spina bifida occulta have been 
reported in the literature, sometimes with one 
syndrome and sometimes with another. Woltman 
(104) has recently reviewed 187 cases of spina 
bifida including a number of cases of spina bifida 
occulta. He found the incidence of the various 
symptoms in this series to be as follows: involve- 
ment of the cord, 67 per cent; paralysis, 45 per 
cent; incontinence, 32 per cent; foot deformity, 
23 per cent (bilateral, 21 per cent; club-foot, 17 
per cent); anesthesia, 20 per cent; hydrocephalus, 
17 per cent; other dysplasias, 8 per cent. In three 
of the 187 cases he found sacral deformity; in 3, 
syndactylia; in 2, hypospadias; in 2, luxated 
hip; in 2, strabismus; in 2, hernia;in 2, cerebral 
defect; and in 1, cryptorchidism. In 7 cases 
(nearly 4 per cent) there was hypertrichosis 
(hypertrichiasis). 


The appearance of hypertrichiasis over the area 
of the spine affected was so striking a phenomenon 
that some of the earlier observers believed that 
it was invariably present in spina bifida occulta. 
Bibergeil (9), however, found 15 cases in which 
it was absent. On the other hand, Ebstein (23) 
contends that spina bifida occulta is not always 
present in cases of hypertrichiasis. 

The co-existence of vesical incontinence with 
spina bifida occulta has long been recognized. 
Peritz (69) states that 68 per cent of adults and 
55 per cent of children with enuresis have a spina 
bifida occulta. In Smith’s (88) case the bladder 
was in a permanent state of retention and over- 
flow, and in Sheffield’s (86) there was a protracted 
cystitis. These findings make one agree with 
Pfanner (70) who emphasizes the importance of 
investigating the spine in all cases of unexplained 
bladder disease. Despite the frequent concur- 
rence of spina bifida occulta and enuresis, Lew- 
andowsky (55) believes that they have nothing: 
to do with each other although they are on the 
“‘same degenerative basis.” That rectal control 
may be affected also is evidenced by the case of 
Girard (32) in which incomplete rectal inconti- 
nence was associated with complete vesical in- 
continence. 

The foot deformities are variable. Corns and 
calluses, generally to the outer and under side of 
the foot, are frequent. Perforating ulcers are 
often found. Talipes equinovarus (87), talipes 
equinovalgus (31), and even pes planus (15) and 
pes cavus have been reported. In Guthrie’s 
case (36) there was paresis of the interossei of the 
foot, and in von Recklinghausen’s case (74), a 
chronic ostitis of the metatarsal bones. 

Pain has been inconstant. MacEwen (57) 
reports a case which he considered to be spina 
bifida occulta in which there was marked tender- 
ness at the junction of the dorsal and lumbar 
regions although the spines of the twelfth dorsal] 
and first lumbar were apparently normal. Ewald 
(27) says that spina bifida may cause pain in the 
back and in the legs. In the case he reports, 
however, in which there was a cleft in the fourth 
lumbar vertebra, there was loss of pain sense in 
the right arm. Saafeld (79) reports a case with 
neuralgia and disturbance of sensation in the 
extremities and neuralgia in the lower back. 

A very constant physical sign is the presence of 
one or two sacral dimples, the foveola coccygea or 
foveola sacralis. Most frequently this is a single 
small pit just posterior to the anus. Cramer (20) 
says it is present in 40 per cent of infants and 
that if it has not disappeared by the tenth or 
twelfth year spina bifida is indicated. 
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As an example of nerve changes Guthrie’s case 
(36) may be cited. In this, the sensitivity to heat 
and cold and pain was diminished over the whole 
course of the sciatic nerve and the posterior 
tibial nerve showed a slight reaction of degenera- 
tion. There may be motor or sensory paralyses 
or disturbances of the reflexes. 

Congenital lipomata are not uncommon (44) 
(25). Scoliosis is of rather frequent occurrence. 
The muscles may be flabby and atrophied. The 
latter circumstance may ‘cause an asymetry of the 
calves and buttocks or even permit dislocation of 
the hip. The trophic ulcerations of the foot are 
commonly spoken of as mal perforant and may 
develop into an extensive gangrene. Elephantiasis 
of the skin, nevus or telangectasis, and hammer 
toe have been noted in cases of spina bifida 
occulta. While Halstead (39) was stationed at 
Camp Hancock as a member of a disability board 
' he found that a great many of the men who 
became fatigued readily and could not stand the 
pace of the military activities were proved upon 
examination to have spina bifida occulta. 

The treatment is of two general types, the 
symptomatic or palliative, and the radical which 
involves operation on the spina bifida occulta. 
In the former the symptoms are treated as they 
arise according to the recognized medical and 
surgical procedures. The paralyses, incontinences, 
anesthesias, paresthesias, and hydrocephalus 
generally yield but little to treatment. The cases 
of cystitis are relieved by the ordinary treatment 
of that affection. Syndactylism, cryptorchidism, 
and hypospadias, while hardly to be regarded 
as due directly to the spina bifida occulta, 
may readily be treated by surgical means. It 
is not infrequently possible to relieve club-foot 
and trophic ulcers. Surgical drainage is indicated 
for the ostitis. Massage is useful not only in 
allaying pain but also in maintaining tone and 
nutrition in the atrophied muscles. 

The symptomatic treatment of this malady has 
proved to be of very little use or else entirely 
futile. It is therefore not surprising that many 
workers have sought to attack the problem by 
means of an operation at the site of the spina 
bifida occulta. Probably the first case of this kind 
was that of Jones (47) who in 1891 operated 
upon a 22-year-old patient who had a bilateral 
paralytic club-foot with ulceration and also 
symptoms of paralysis. Jones reported that after 
the operation the symptoms of paralysis were 
relieved. Dalziel (21) reported a case with a very 
favorable result. The patient was 11 years of age 
and had suffered since infancy from incontinence 
of urine and feces. There was a fatty tumor at 


the base of the sacrum under which a deficiency 
in the roof of the sacral canal could be felt. 
There was complete anesthesia over the buttocks, 
perineum, and posterior half of the external 
genitalia, i.e., the parts supplied by the third, 
fourth, and fifth sacral nerves. There was no 
hair over the tumor. At operation the fatty 
tumor was freed and the sacral nerves were found 
to be adherent to the inner surface of the theca. 
After the surplus theca was cut away, the nerves 
were returned to the sacral canal. Flaps of the 
sheath of the erector spine muscle were used to 
close the defect in the neural arches. As the result 
of this operation the patient had complete con- 
tinence of both urine and feces and perfect con- 
sciousness of when the bladder and rectum were 
full. The anesthetic zone was diminished in size. 

In 1903 Voelker (99) reported the case of a 23- 
year-old patient with elephantiasis of the right 
leg and syndactylism. At operation an exostosis 
which narrowed the spinal canal was found and 
was carefully chiseled off. A fibrous strand which 
ran through the bony orifice between the vertebre 
and was attached to the dura was also cut away. 
At the end of seven weeks the severe pain which 
had been present in the left hip had practically 
disappeared, the anesthetic zone was diminished 
in size, and the motor weakness was improved. 

In Vallas’ (94) case the ulcerations of the feet 
healed after the operation but the abnormalities 
of sensation showed little change. Reiner (75) 
reports a case of spina bifida occulta of the fifth to 
twelfth dorsal vertebre in which the operation 
was not very successful. In Katzenstein’s (49) 
case the cutting away of the strand which at- 
tached the dura to the epider mis resulted in great 
improvement. In Sharpe’s (85) case there was 
no improvement after oper ation. 

Elsberg (25) reported a very interesting case in 
1911. A woman, 24 years of age, had painful 
ulcers on the calves and toes. Several of the toes 
had been amputated. She had a hairy lipoma of 
the lumbosacral region. The X-ray showed a 
hiatus between the fifth lumbar and the first 
sacral vertebra. The sac of a spina bifida occulta 
had been re moved and the adhesions between the 
several nerve roots and the dura were separated 
in 1908, two years previously. In 1910, however, 
the ulcers recurred. Elsberg did a laminectomy on 
the first, second, third, fourth, and fifth lumbar 
vertebrae, and found the cauda equina to be 
bound in a fibrolipoma. It was impossible to free 
the nerves from this growth. The left posterior . 
root of the fifth lumbar nerve was divided. Fol- 
lowing this operation the patient was relieved 
of pain. The ulcers healed but recurred later. 
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Brickner (13) collected 12 operative cases from 
the literature up to 1918 and added to this series 
5 of his own. In these 17 cases there was no 
mortality. Brickner says that the operation for 
spina bifida occulta has not been brilliant and 
that this is probably due to the fact that the 
degenerative and neoplastic processes are scarcely 
remediable. He believes that cases in which 
there is a hernia of the spinal roots probably offer 
the best chance for a good result. At operation 
one may separate the adherent nerve roots from 
the membrana reuniens, divide the constricting 
band or strand, or remove exostoses and even 
teratomata. His indications for operation are: 
(1) in infants and children with spina bifida 
occulta without symptoms, in the hope of obviat- 
ing symptoms, and (2) in adults with symptoms. 
Katzenstein (49) believes that the best chance for 
a good operative result is offered when the symp- 
toms first appeared in early youth or puberty. 

A case for presentation is as follows. 

A male, 31 years of age, was admitted to Halstead’s 
service at St. Luke’s Hospital, Chicago, Feb. 28, 1921. 
In his work as a city fireman he had fallen from a ladder 
a distance of some 25 ft. and had injured his back. The 
patient was a man about 6 ft. tall and weighed about 180 
lbs. Save for the usual diseases of childhood he had had no 
serious illnesses up to the present injury. On Feb. 1, 1921, 
four weeks before his admission to St. Luke’s Hospital, he 
had suffered what was apparently a slight injury to his 
back but this confined him to bed for a few days and 
prevented him from working for about ten days. The 
injuries of Feb. 1 and 28 were in about the same place. 

On admission to the hospital the patient was suffering 
from intense pain and tenderness in the sacral region and 
complete loss of vesical and rectal control. There was 
slight loss of pain sensation on the dorsal and lateral 
surfaces of both feet and a smail area (about 2.5 cm. in 
diameter) of diminished tactile discrimination just to the 
right of the anus. The X-ray report was “. . . . spina 
bifida occulta involving the top of the sacrum. The.body 
of the first lumbar vertebra seems somewhat compressed— 
this is especially true of the right side.” 

The patient complained from time to time of severe 
pain in the knees. He was kept in bed, given sedatives, 
and kept warm with hot water bags. Catheterization was 
necessary until Mar. 13, 1921, two weeks after the injury, 
from which date the patient urinated voluntarily. The 
urine occasionally showed a faint trace of albumin, and 
on March rra hyaline cast was seen. The patient was dis- 
charged Mar. 21, 1921, able to walk with a cane but with 
some difficulty. He has returned to the hospital for electri- 
cal treatments to improve the tone of the thigh muscles. 

This case is of interest in that it seems to show 
that spina bifida occulta is a potential weakness 
of the body structure and that an injury by 
violence to the sacrum or the lower lumbar 
vertebra may produce, temporarily at least, such 
symptoms as are found in some of the well-marked 
cases of spina bifida occulta with symptoms. 

The writer wishes to express his thanks to Dr. Halstead 
for permission to report this case. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


ANZSTHESIA 


Miller, A. H.: Blood-Pressure Guides During 
Anesthesia and Operation. Pennsylvania M.J., 
1921, XXiv, 372. 


Between 15 and 45 per cent of the postoperative 
deaths in hospitals are ascribed to surgical shock. 
The fatalities occur not only among the serious 
cases but following the most trivial operations. 

Accepting the blood pressure as a reliable index to 
the condition of shock, we would find, if the usual 
conception were correct, a distinct fall in blood 
pressure attending every severe surgical operation 
and the effect would be more pronounced if the 
patient did not have the protection supposed to be 
afforded by deep anesthesia. On the contrary, 
routine blood-pressure observations show that if 
factors other than surgical traumatism are favorable, 
the most severe surgical manipulations may be 
performed regularly without marked change in either 
the blood pressure or the pulse rate. 

Given a smooth, light anesthesia, an operating 
room at a temperature between 70 and 8o degrees F., 
an organically sound patient, the dorsal position, 
protection from hemorrhage and obstruction to the 
respiration, gastro-enterostomy, intestinal  re- 
section, cholecystectomy, complete protectomy, 
and major amputations are regularly accompanied 
by no marked changes in the blood pressure. While 
shock may be produced by surgical manipulations, 
in the present development of surgical technique 
the condition diagnosed as surgical shock usually 
results, not from surgical traumatism, but from other 
factors which if understood might be controlled. 

In the presence of considerable hemorrhage the 
blood pressure falls steadily and there is a cor- 
responding increase in the pulse rate or both the 
blood pressure and the pulse rate remain stable 
for some time and then suddenly give way. 

In respiratory obstruction, which is not always 
noticeable immediately, the blood pressure is a 
guide of great value. If the obstruction persists, 
there is a steady fall in the svstolic and diastolic 
pressures. A frequent cause of obstruction of the 
air-way is the neck-band of the patient’s shirt which 
becomes tightly drawn across the trachea when he 
is moved on the table. A falling blood pressure may 
often be traced to dyspnoea due to the weight of a 
surgical assistant resting on the patient’s chest. 

Exposure of extensive visceral or muscular sur- 
faces in a cold room or the application of hot or cold 
solutions to such surfaces is followed by a fall in 
blood pressure. 


-Asudden change in the posture of the anesthetized 
patient also results in a drop in the blood pressure, 
and protracted use of abnormal postures is accom- 
panied by serious blood-pressure changes. Un- 
doubtedly many patients with resistance already 
impaired have died as a result of the routine use of 
the Fowler postoperative position. 

The most profound blood-pressure changes 
observed during operations result from anesthetic 
over-dosage. The classical signs of anesthesia 
depend upon the effects upon consciousness and the 
muscular system. Blood-pressure tests measuring 
the effect of the anzsthetic upon vital functions 
provide the most valuable indication of over- 
dosage of an anesthetic. 

In the pre-operative examination blood-pressure 
tests are of unsurpassed importance. During the 
operation they warn of the presence of injurious 
factors which should be avoided, and in unavoid- 
able vital depression from shock or hemorrhage 
they furnish a reliable index to the point to which 
the depression may be allowed to progress with a 
fair degree of safety. 


Soldevilla, V., and Soldevilla, J. M.: A Contribu- 
tion to the Study of Spinal Anzsthesia (Con- 
tribucion al estudio de la raquinovocainizacion). 
Prog. de la clin., Madrid, 1920, viii, 24. 


Unless a general anesthetic is indicated definitely 
the author prefers spinal anesthesia induced with 
novocaine for all infra-umbilical operations. Novo- 
caine is better than cocaine and stovaine in that it 
does not cause meningeal irritation and its use is 
followed by slower fixation of nervous tissue. The 
stages of total abolition of sensibility are: analgesia 
and thermo-anesthesia,paralysis, and loss of the sense 
of contact. Flaccid paralysis with total abolition 
of reflexes is obtained constantly with an injection 
of 0.15 gm. in the lumbar region or o.10 gm. given 
by the dorsolumbar route. No immediate or late 
accidents or complications of importance have 
occurred. Nausea and vomiting which are so fre- 
quent following the use of cocaine and stovaine are 
reduced to a minimum. Retention of urine is not 
due as much to this particular method of anesthesia 
as to the situation of the operation. Catheterization 
has been found necessary following herniotomy an 
perineal and vaginal operations performed under 
spinal anesthesia but not oftener than following the 
use of a general anesthetic. Post-anesthetic fevers 
are rare and never serious. Severe post-anzsthetic 
headaches develop occasionally but are easily 
controlled with analgesics. 
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The instruments needed for spinal anesthesia are 
a glass syringe, a cannula of platinum, and a punc- 
ture needle of gold-plated steel. Old solutions of 
novocaine should be discarded, especially when they 
show a yellow tint. After standing awhile novocaine 
is oxidized and becomes more irritating. 

The puncture is made in the median line, this 
being easier, more certain, and less painful than a 

lateral puncture. Moreover, at this point there is less 
danger of puncturing small veins and the cord and 
its roots are not injured. The injection is given 
when possible with the patient in the sitting posture; 
otherwise, in the lateral recumbent position. The 
height of the puncture varies with the operation, the 
dose of anesthetic, and the duration of anesthesia 
desired. Dorsolumbar punctures are used for opera- 
tions upon the inferior part of the abdomen and on 
hernia, and lumbar puncture in the fourth inter- 
space for operations on the perineum and lower 
extremities. Dorsolumbar injections produce a 
more rapid anesthesia and the dose required is 
smaller. The solution is injected slowly, within 
three to five minutes, depending upon the size of 
the dose. 

Among the advantages claimed tor this method 
are that it may be used in cases of uncompensated 
valvular lesions and myocardial insufliciency. Oper- 
ations upon the bladder are favored. No dietary 
preparations are necessary and there is not the 
danger of aspirating vomitus or pharyngeal exudates 
which is present in general anesthesia. Muscular 
relaxation is more complete than when ether or 
chloroform is used and therefore the reduction of frac- 
tures and luxations is tavored. Spinal anesthesia 
induced with novocaine is also more rapid than ether 


SURGERY OF THE 


HEAD 


Houssay, B. A.: The Physiology and Pathology of 
Intracranial Hypertension (Fisiologia y pato- 
genia de la hipertension craneana). Rev. Asoc. méd. 
argent., 1920, XXxili, 477. 


Intracranial pressure depends upon anatomical 
factors such as the cranial covering and cranial con- 
tents, and upon physiological factors such as the blood 
circulation and the circulation of cerebrospinal fluid. 

The cranium and dura mater form an almost rigid 
covering. In infancy the thin elastic bones may 
separate in chronic hypertension as they are united 
only by a membrane. In adults there is no dis- 
tension, but hypertension of long standing makes 
the bones thinner and may produce a change in the 
contour of the calvarium. Local processes such as 
internal pressure due to cysts and tumors may erode 
the overlying bone or disengage sutures at neigh- 
boring points as in a rhinorrhoea of cerebrospinal 
fluid. Intracranial pressure is distributed uniformly 
over the entire brain, a fact which explains the early 
appearance of choked disc in many cases. 


or chloroform anesthesia and there is no need of 
an anesthetist. Shock is almost entirely suppressed. 

Among contra-indications are mentioned cases in 
which the spinal fluid is turbid, cases of tumor of 
the brain or meninges, recent syphilis, and suppura- 
tive lesions of the skin of the back, the cases of very 
excitable persons, and the cases of children. 

W. R. MEEKER. 


Ranucci, F.: The Effect of Spinal Anzsthesia on 
the Function of the Liver and Kidneys (Azione 
della rachianestesia sulle funzioni del fegato e del 
rene). Policlin., Roma, 1921, xxviii, sez. prat., 323. 


Ranucci’s study is based on 67 cases. The anes- 
thesia was induced with a mixture of stovaine and 
novocaine (4 parts of stovaine to 2 parts of novo- 
caine). The patients’ ages varied from 16 to 75 
years. The postoperative course was normal in 
every instance. Urination occurred spontaneously. 
In every case there was a decrease in the amount of 
urine, and in 1 case anuria for twelve hours. In 2 
cases there was transient diplopia, and in 20 cases 
in which the amount of nitrogen in the blood was 
determined before and after operation a slight 
increase was noted after operation. No glucose, 
acetone, biliary pigment, or urobilin was found. In 
21 cases the urine contained some albumin, and in 5 
cases, granular and hyaline casts. 

These findings agree with those of other investi- 
gators as they show that the lesions produced in the 
liver and kidneys by spinal anesthesia are slight and 
transitory. It may therefore be said that in the 
cases of patients with renal and hepatic disturb- 
ances spinal anesthesia can be used with much less 
risk than general anesthesia. W. A. BRENNAN. 


HEAD AND NECK 


The volume of cranial contents depends prin- 
cipally upon the blood circulation, the circulation 
of the cerebrospinal fluid, the amount of brain 
substance, and the influence of respiration. The 
soft brain mass receives the systolic waves of the 
arterial pulse which increase the intracranial 
pressure so that even the veins are compressed and 
empty during the pulsations. The intracephalic 
arterial pulse may be appreciated by the plethysmo- 
graph in trephining operations on the skull. 

Respiratory variations are characterized by an 
inspiratory diminution and an expiratory increase in 
pressure. These differences have been studied in 
persons with cranial defects. They are due to the 
influence of respiration on the circulation, especially 
the venous return. Vasomotor nerves have not 
been demonstrated in the cerebral vessels, but some 
investigators interpret the contraction of these 
vessels produced by adrenalin in high concentration 
as proof of the presence of vasoconstrictors. 

In certain cases presenting clinical symptoms of 
marked hypertension no increased amount of fluid, 
tumor, or visible circulatory disturbance is found 
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when the cranium is opened. This fact leads to the 
belief that there may be circulatory disturbances 
of the interstitial tissue or a hydration or tumefac- 
tion of the parenchyma due to some physicochemical 
alteration, but to date this subject has not been 
investigated experimentally. 

Clinically evident hypertension depends above all 
upon the amount of circulatory disturbance and 
spinal fluid circulation. The cerebrospinal fluid is 
formed by the choroid plexus of the ventricles and 
reaches the exterior through the foramina of 
Luschka and Magendie, thus bathing the nervous 
tissue. It is then absorbed principally by the 
lymphatics of the subdural space of the brain and 
cord. 

An obstructive type of hydrocephalus may be 
caused experimentally by the introduction of 
foreign bodies into the aqueduct of Sylvius and by 
the injection of animal charcoal into the third 
, ventricle. Such obstruction produces internal 
hydrocephalus and demonstrates the increase of 
cerebrospinal fluid in the lateral ventricles with 
subsequent passage to the third and fourth ventricles 
and then to the exterior. Inflammatory processes 
which occlude these passages or compress them, 
such as subtentorial tumors, cause internal hydro- 
cephalus. Unilateral internal hydrocephalus may 
be produced experimentally by occluding the 
foramen of Monroe but if the choroid plexus is 
extirpated dilatation of that ventricle does not 
result. 

Experimental hydrocephalus has resulted also 
from a decrease in absorptive power produced by 
adhesions resulting from the action of irritant 
chemicals which obliterate the subarachnoid space, 
the principal site of absorption. |W. R. MEEKER. 


Finochietto, E.: Indications and Surgical Treat- 
ment in Cranial Hypertension (Indicaciones y 
tratamiento quirurgico de la hipertension craneana). 
Rev. Asoc. méd. argent., 1920, xxxili, 528. 


Among the factors which may cause intracranial 
hypertension are trauma, circulatory toxins, inflam- 
matory processes, spontaneous hemorrhage, foreign 
bodies, and tumors. Hypertension may be local or 
general and acute or chronic. The first important 
symptom is cephalalgia. This is usually intense and 
due to tension upon the dura mater which is 
innervated by the fifth nerve. A small tumor of the 
dura may cause intense headache out of all propor- 
tion to the other symptoms and greater than that 
caused by a much larger tumor located in the 
center of the cerebrum. Vomiting is due to stimu- 
lation of the medullary center and is not usually ac- 
companied by nausea. Choked disc is a constant 


sign and continues until the end. It appears early 
because of the great sensibility of the retinal veins to 
changes in pressure, its origin being entirely me- 
chanicai. Its appearance does not always coincide 
with the development of the other symptoms. A 
tumor which compresses the optic chiasm may cause 
blindness from optic atrophy before other symptoms 


of compression appear. Therefore choked disc is 
indicative only of increased intracranial tension and 
is little influenced by the location, size, or nature 
of the lesion. 

Unconsciousness due to compression may be 
sudden or gradual. If the compression comes on 
gradually the brain more or less accommodates itself, 
and unconsciousness, if it comes on at all, is con- 
siderably deferred. 

In the treatment of this condition many methods 
are used, all having as their end the reduction of 
pressure. Lumbar puncture, ventricular puncture, 
puncture of the corpus callosum, ventricular drain- 
age, and decompressive trephining operations are 
all employed. 

Lumbar puncture is of greater diagnostic than 
therapeutic value. In traumatic serous meningitis 
whose only symptom is hypertension repeated lum- 
bar punctures are often curative. They have been 
employed also in congenital and chronic internal 
hydrocephalus. Lumbar puncture has a therapeutic 
value also in cerebral tumors but in some cases 
has given rise to fatal accidents. 

Ventricular puncture is a more important opera- 
tion but its indications are miore limited. It has 
been employed in chronic hydrocephalus of children. 
It is valuable also in craniectomy for cerebral tumor 
when the exact location of the growth is not known. 
If upon puncture a ventricle is found to be dilated, 
it is improbable that a tumor is present in that 
hemisphere. Evacuation of the contents of a 
ventricle diminishes the tension so that digital 
palpation of the cortex is favored. 

Puncture of the corpus callosum consists in 
trephining a little behind the coronal suture suffici- 
ently lateral to the median line to avoid wounding 
the longitudinal sinus. The dura is opened in an 
avascular area and a flexible cannula is passed to the 
corpus callosum. The lateral ventricle is then en- 
tered by perforation of the corpus callosum. The 
method is very easily executed and makes an 
ample connection between the ventricles and 
subdural space. 

Craniectomy is the most important of all the 
methods of combatting intracranial hypertension. 
Subtemporal decompression by Cushing’s method is 
employed, especially in cases of inoperable brain 
tumor. The bulging relieves pressure, and while a 
moderate cerebral heinia may result there is no 
fungus cerebri. The operation has been performed 
with good results also in certain cases of renal 
disease when medical treatment and lumbar punc- 
ture have failed to relieve uremic symptoms or when 
blindness was impending. Its effect in cases oi 
brain tumor is sometimes extraordinarily beneficial. 
It does little good when a tumor has caused coma. 
Its most important use is for the abolition of 
choked disc; therefore early operation before atrophy 
begins is essential. ‘Ihis operation is employed 
by the author in cases of extradural hemorrhage, 
fractures of the base, intra- or subdural traumatic 
hemorrhages, serous encysted meningitis, cerebral 
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or cerebellar abscess, simple cysts, gumma, tuber- 
culoma, and endothelioma of the dura in addition 
to the many varieties of brain tumors. 

W. R. MEEKER. 


Dandy, W. E.: The Cause of So-Called Idiopathic 
Hydrocephalus. Bull. Johns Hopkins Hosp., 
1921, Xxxii, 67. 

The cerebrospinal fluid circulates in a closed 
vascular system. This is just as well-defined as the 
vascular systems for blood, lymph, bile, or urine. 

The ventricular system in which the fluid is 
produced but not absorbed is lined with high 
cubical and columnar epithelium, while the suba- 
rachnoid space, in which the cerebrospinal fluid is 
absorbed, is lined with low mesothelial cells. 
Nearly all the cerebrospinal fluid is absorbed in the 
cerebral sulci. 

Collateral circulation is almost precluded in the 
ventricles and the cisterne. An obstruction in 
these spaces, therefore, results in hydrocephalus 
just as closure of a ureter results in hydronephrosis. 
If the obstruction is situated in any part of the ven- 
tricles—usually the aqueduct of Sylvius or the 
foramina of Luschka and Magendie—the hydro- 
cephalus is of the obstructive type, while if it is 
situated in the cisterne or the main branches of 
the cisterne, the hydrocephalus is of the communi- 
cating type. 

That the cause of communicating hydrocephalus 
(the remnant of so-called idiopathic hydrocephalus) 
is an obstruction in the cisterne is conclusively 
demonstrated by three facts: 

1. Communicating hydrocephalus can be pro- 
duced by blocking the mesencephalic cisterna. 

2. The obstruction can be graphically demon- 
strated in the experimental animal or at necropsy 
on man by injecting a suspension of India ink into 
the spinal canal; the color stops abruptly at the 
obstruction. 

3. During life the obstruction can be clearly 
shown by cerebral pneumography after air has 
been injected into the spinal canal; the air also 
stops at the obstruction and is sharply outlined in 
the roentgenogram. 

The obstruction in the subarachnoid space is 
most frequently located in the mesencephalic or 
pontine cisterna. However, the obstruction need 
not be in the cisterna necessarily; it may be in the 
large branches which carry the fluid from the 
cisterne chiasmatice and interpedunculares to the 
cerebral sulci. Any number of these branches may 
be occluded. If all the main branches are obstructed 
the hydrocephalus will be the same as if the occlu- 
sion were in the cisterna. If some of the branches 
remain unobstructed, the degree of hydrocephalus 
will be modified proportionately; even a complete 
cure may result because of the absorption which 
takes place in the remaining patent areas of the 
subarachnoid space. 

Adhesions following meningitis and occluding the 
cisterna are the cause of most cases of communicat- 


ing hydrocephalus. By blocking the foramina of 
Luschka and Magendie they are responsible also for 
many cases of obstructive hydrocephalus. Adhe- 
sions give infallible proof of a pre-existing meningi- 
tis. The post-meningitic occlusions have no relation 
to the severity of the attack and the number of ad- 
hesions, but are dependent upon the location of the 
adhesions. 

In two cases the hydrocephalus appeared to be 
due to a congenital failure of the cisterna or their 
branches to develop. Tumors in the pons, medulla, 
or midbrain also produce partial or complete ob- 
struction of the subarachnoid space and therefore 
cause communicating hydrocephalus. 

Pneumographic records are shown demonstrating 
the existence of a very early stage of communicating 
hydrocephalus and the reason for its unusually 
tardy development and its spontaneous arrest. 

SAMUEL 


Burch, L. E.: Head Injuries. South. M.J., 1921, xiv, 
211. 


All patients with head injuries should remain in 
the hospital for four days for observation. 

The author emphasizes the importance of the 
pulse as a valuable sign. A fast pulse signifies 
shock. A descending pulse is favorable until it 
reaches 60; when increased it suggests intracranial 
pressure. If a slow pulse is followed by a fast one 
the prognosis is unfavorable as medullary oedema 
is indicated. 

The X-ray is very valuable in the diagnosis of 
fractures, but it must not be forgotten that negative 
X-ray evidence does not eliminate the possibility 
of serious intracranial injury. 

In certain cases surgical intervention will be a 
life-saving measure but neither operation nor 
manipulation should be attempted during a period 
of shock, when the pulse is above 120, when the 
temperature is 105 degrees, or during the period of 
medullary oedema. 

The mercury spinal manometer offers the best 
indication of the degree of intracranial pressure. 
Above 16 mm. (normal being 5 to 9 mm. Hg.) 
indicates the danger zone and is a signal for imme- 
diate relief. L. D. Snorr. 


Wilson, G.: The Diagnostic Significance of Jack- 
sonian Epilepsy. J.Am. M. Ass., 1921, 1xxvi, 842. 


Jacksonian spasm is by no means diagnostic of a 
lesion of the motor cortex. Probably the most 
common cause of this form of spasm is idiopathic 
epilepsy itself, and many errors in diagnosis might 
be prevented by a careful examination of the 
patient and close scrutiny of the facts and history. 
A person with Jacksonian epilepsy should not be 
operated upon unless other signs and symptoms of 
intracranial disease are present. 

Other conditions to be considered in the case of 
a patient exhibiting Jacksonian epilepsy include: 
(1) lesions other than tumors of the motor cortex; 
(2) tumors in parts of the brain remote from the 
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motor cortex which sometimes produce mono- 
spasm; (3) toxic conditions; (4) the myoclonic type 
of epidemic encephalitis; (5) the so-called ‘reflex 
epilepsy”; (6) hysteria, which may _ simulate 
Jacksonian epilepsy; and (7) idiopathic epilepsy 
which frequently has an “inside” Jacksonian spasm. 
The author cites several cases illustrating these 
different conditions which have strongly simulated 
a tumor or lesion of the motor cortex. In some of 
these cases in which an operation or autopsy was 
performed no lesions of the central nervous system 
were disclosed. Marcus Hosart. 


Breslauer-Schueck, S. F.: The Functional Effect 
upon the Brain of Direct Injections (funktion- 
elle Beeinflussung des Gehirns mittels direkt einge 
spritzer Substanzen). Deutsche med. Wchnschr., 1920, 
xlvi, 1295. 


Brain substance can be influenced functionally 
by the direct injection of drugs. It may be stimu- 
lated, depressed, or paralyzed. The technique of 
the injection is that of the usual brain puncture. 
By the injection of the common anesthetics the 
paths of conduction of the brain may be blocked in 
the same way as the peripheral nerves. Any de- 
sired area may be excluded functionally by the in- 
jection of a small amount of solution. 

In two cases of epilepsy the attacks were stopped 
almost immediately by the injection of a few centi- 
meters of a 1 per cent novocaine solution into the 
primarily irritated areas. Other therapeutic possi- 
bilities are suggested by the fact that any area of 
the brain may be excluded without injury to sur- 
rounding areas. The diagnostic possibilities of the 
method are also apparent. The author has never 
observed any areas of softening following the injec- 
tion of cocaine or novocaine. 

The first experiments made on man in the stimu- 
lation of the biain by means of injections were 
carried out by Breslauer-Schueck with caffeine. In 
brief it may be stated that the center stimulated 
showed an extraordinary exaggeration of function. 
In old gunshot wounds of the head the injection 
into severely damaged and partially paralyzed 
motor centers produced a marked increase in the 
voluntarily induced movements in the respective 
limb. 

Of great therapeutic importance is the action of 
caffeine upon the respiratory center. In the cases 
of dying patients the author has several times in- 
jected caffeine into the region of the medulla ob- 
longata through a small trephine opening. Follow- 
ing such an injection in a case of cerebral embolism 
severe Cheyne-Stokes breathing became normal 
and regular within a few seconds and remained 
regular for sixteen hours longer. It may be stated 
positively that the stimulation of the oblongata 
with catfeine is the most effective resuscitation 
method we have. The indication for its use depends, 
of course, upon whether prolonged stimulation 
lasting for hours or days will permit recovery from 
the causal disease. 


To work out the method on the human subject 
the utmost care must be exercised to prevent the 
formation of areas of softening and haemorrhage. 
Softening may be prevented by the use of chemically 
neutral solutions, and hemorrhage, by the use of 
very fine needles and care not to perforate the large 
vessels at the base of the brain or the sinuses. 
Great care is necessary in the injection of the medul- 
la oblongata as the anesthetization is followed by 
respiratory weakness for half an hour. 

BIBERGEIL (Z). 


Friedman, G. A.: Suggestions Regarding the Réle 
of the Hypophysis in Graves’ Disease and 
Myxoedema. JN. York M. J., 1921, cxiii, 370. 


All ductless gland disturbances may manifest 
themselves clinically without gross or microscopic 
changes. The primary affection may arise in the 
nerve leading to the gland. 

The anterior lobe of the hypophysis is abundantly 
supplied with sympathetic fibers while the posterior 
lobe is devoid of such fibers. On account of the rich 
sympathetic nerve supply of the anterior lobe an 
interrelation between this lobe and Graves’ disease 
and myxcedema becomes a priori highly probable. 
In acromegaly enlargement of the hypophysis is not 
essential for the appearance of clinical symptoms 
pointing to overactivity of the gland. However, 
there may be histologic changes pointing to hyper- 
function. 

In animals there is a state of somnolence after 
partial or complete removal of the anterior lobe 
which is similar to the condition met with in hiber- 
nating animals. The most notable changes occur in 
the pars anterior of the hypophysis. There is a 
marked decrease of eosinophiles and_basophiles. 
When the animals waken from their sleep the 
characteristic cellular elements reappear. Since 
hibernation is a hypopituitary condition, it must be 
assumed that in man similar changes occur in the 
anterior lobe of the hypophysis in hypopituitarism. 
Similar changes in the pituitary occur after feeding 
with thyroid. 

Removal of the parathyroids alone does not ap- 
pear to be productive of such marked changes in the 
hypophysis as removal of the thyroid. 

From all these considerations it seems possible 
that the hypophysis, especially the anterior lobe, 
has a share in the histopathology of exophthalmic 
goiter and myxcedema. Hypophyseal overactivity 
without anatomical hypertrophy appears to be 
characteristic of the former condition, and hypophy- 
seal hypertrophy and hypo-activity of the latter. 
The fact that the anterior lobe possesses a sym- 
pathetic nerve supply suggests that some of the 
symptoms and signs of Graves’ disease and myxce- 
dema are due partly to the co-operation of the 
hypophysis. 

Acromegaly is often a combination of hyper- 
pituitarism and hypopituitarism. Thus an increased 
metabolic rate in acromegaly may be expected only 
when it is a pure hyperpituitarism or in its initial 


stage. In hypopituitary states, which are nearly as 
typical as hypothyroid states, one should expect to 
find more often a decreased metabolic rate. 

In Graves’ disease the hypophysis seems to show 
histologic changes similar to those in hyperpituita- 
rism, and in myxoedema changes similar to those in 
hypopituitarism. Therefore there is a certain degree 
of hypophyseal hyperactivity in hyperthyroid states 
and of hypo-activity of the pituitary in hypothyroid 
states. Chromophilia of the anterior lobe is char- 
acteristic of Graves’ disease, while chromophobia is 
characteristic of myxoedema. The following symp- 
toms and signs of Graves’ disease may be in part 
attributed to hypophyseal overactivity: the 
increased metabolic rate, especially emaciation; 
the tendency to glycosuria; mental irritability, 
especially insomnia; intestinal spasticity; a tendency 
to miscarriages; acceleration of skeletal growth, 
especially acceleration of epiphyseal closure. 

The symptoms and signs of myxoedema attributed 
to hypophyseal underactivity are: a decreased 
metabolic rate (adiposity); a higher sugar tolerance 
and absence of glycosuria; mental depression (som- 
nolence); intestinal atony; rarity of miscarriage; 
and retardation of skeletal growth, especially 
retardation of epiphyseal closure. | 

It is very probable that there may be a mild 
overactivity of the hypophysis in Graves’ disease 
and a mild underactivity in myxoedema. Pituitary 
products therefore should be regarded as contra- 
indicated in the treatment of exophthalmic goiter 
and indicated in addition to thyroid in myxcedema. 
M. H. Kaun. 


McEvoy, F. E.: A Simple Incision for Operations 
on the Gasserian Ganglion. Surg., Gynec. & 
Obst., 1921, xxxii, 271. 


The author states that the first successful intra- 
cranial operation for the relief of trifacial neuralgia 
was performed in 1890. Since that time specially 
adapted instruments have greatly simplified the 
technique. Various types of incisions have been 
employed: horseshoe-flap incisions, musculo- 
cutaneous horseshoe-flap incisions, and question- 
mark incisions, each one being simpler and less time- 
consuming than its predecessor. 

The incision advocated by the author and used 
in the Mayo Clinic for the last few months begins 
at the lower border of the zygoma and extends 8 
cm. backward and upward in the direction of the 
fibers of the temporal muscle. It is extended 
through the skin, fascia, and muscle, but in addition, 
the temporal fascia is divided parallel with the zy- 
goma for a distance of 0.5 cm. in each direction 
from the oblique incision, greater exposure of the 
lower angle being thus afforded. A self-retaining 
retractor is used to expose the bone for decom- 
pression with removal of bone down to the floor of 
the middle fossa. 

_ This type of incision has distinct advantages: (1) 
it is simple and can be rapidly made and closed, 
(2) it precludes the possibility of injury to the 
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temporal branch of the facial nerve, (3) it is entirely 
within the hairline and leaves no visible scar, and 
(4) it prevents the swelling so apt to occur around 
the orbit in flap incisions. W. O. Orr. 


Poenitz, K.: A Case of Successful Operation for a 
Tubercle of the Nucleus of the Facial Nerve 
(Ueber einen mit Erfolg operierten Solitaertuberkel 
des Facialiszentrums). Deutsche Ztschr. f. Nervenh. 
1920, !xvii, 89. 


During the course of the war a 38-year-old 
sergeant became partially deaf in the left ear. He 
had also intervals of unconsciousness which began 
with spasm of the face on the left side. As nothing 
else was found, the condition was considered to be 
hysteria and he was treated by suggestion. 

In the clinic he showed clonic twitching of the 
left half of the face with the exception of the muscles 
of the brow. He was not unconscious, but the pupils 
dilated and did not react to light. Occasionally 
contractions occurred in the left arm. 

Trephination showed a hard area the size of a 
cherry in the nucleus of the facial nerve which 
proved to be a solitary tubercle. After it was re- 
moved the spasms stopped and there was almost 
complete recovery except for slight dizziness. 

WEICHERT (Z). 


Roy, J. N.: War Surgery: Plastic Operations of the 
Face by Means of Fat Grafts. Laryngoscope, 
1921, XXxi, 65. 


Many methods have been tried for the «esthetic 
repair of facial wounds. When a traumatism has 
resulted in a loss of substance of the malar bone, the 
orbital ridge, or the anterior wall of the frontal 
sinus, it is necessary first to treat these different 
parts according to the needs of the moment. After 
the wound has healed and time has finished its 
sterilization, restoration may be considered. If the 
loss of substance affects only the subcutaneous 
cellular tissue and there is a more or less decided 
depression, fat grafts must be used to fill up the 
cavity. After the whole cicatrix has been thorough- 
ly removed and the skin liberated to slightly beyond 
the edges of the depression, hamostasis must be 
made complete. An incision is then made on the 
thigh or buttock and a small portion of adipose 
tissue is taken and immediately placed in the 
wound to be restored. The lips of the wound are 
then closed with the greatest care. 

The author reports four cases in which such fat 
grafts were used. The first patient, 20 years of age, 
had a bullet wound in the left submalar region. 
The bullet was removed two days after the injury 
and a contention apparatus was applied to the 
fracture of the lower jaw. This case came under 
the author’s care about three weeks later. The 
wound, which suppurated profusely, opened into 
the mouth. The surrounding tissues were detached 
and very much infiltrated, and considerable tris- 
mus was produced by a lesion of the masseter and 
the perpendicular portion of the lower maxilla on 
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the right side. The opening caused by the entry of 
the projectile was closed, but its passage across the 
velum palatum was still visible. The maxillary 
sinuses were not injured. By appropriate dressings 
the cavity was sterilized. Exercises of progressive 
dilatation of the mouth to overcome the trismus 
were begun and a prosthetic apparatus to replace 
the broken teeth was inserted. Two months later 
the wound in the cheek was represented by an 
oblique and fairly deep cicatrix about 4 cm. long. 
Under chloroform anesthesia the cicatrix was ablat- 
ed and a fat graft inserted according to the method 
outlined. The result was entirely satisfactory. 

The second patient, 24 years of age, had a pene- 
trating wound in the left malar region with consider- 
able constriction of the inferior maxilla caused by a 
shell fragment. The shell fragment was removed 
and the wound healed. The cicatrix which re- 
mained after healing was treated successfully in the 
same manner as in the first case. 

The third patient had been wounded in the right 
orbit by a shell fragment. When the author first 
saw the wound it was suppurating profusely. A 
sequestrum of the orbital wall was removed. The 
wound was sterilized by ablation of the granulation 
tissue, the application of aseptic dressings, and helio- 
therapy. Suppuration diminished rapidly. Some 
time later, under chloroform anesthesia, the cul- 
de-sac was rebuilt after dissection and two Thiersch 
grafts taken from the thigh were applied and held in 
the orbital cavity by a lead mould. A cicatrix in 
the temporal region also was ablated. Because of 
the loss of bony substance, a lamella of the cartilage 
of the calf, perfectly sterilized, was inserted into the 
cellular tissue of the external wall of the orbital 
cavity. A fat graft of sufficient size to fill the rest of 
the cavity was then inserted. An artificial eye was 
later put in and the patient was well pleased with 
the result. 

The fourth patient, a woman of 25 years, had a 
cicatrix and a large cavity of the left cheek near the 
labial commissure, the result of noma. On the 
inside of the mouth was a large cicatricial contrac- 
tion which tied the lip to the gum. Four teeth 
had been lost. The first operation on this patient 
was performed to mobilize the lip. Later the cica- 
trix was dissected out and a fat graft inserted. The 
result was satisfactory. Marcaret I. MALoney. 


Lanz, O.: Furuncle of the Lip (Lippenfurunkel). 
Nederl. tijdschr. v. geneesk., 1920, \xiv, 2475. 


Lanz reviews experiences in the treajment of 
furuncle of the lip during his assistantship at 
Kocher’s clinic. One of the assistants developed 
such a furuncle and during the absence of Kocher 
it was incised by one of the other men. Four days 
later the patient died of pyemia. A day later a 
second assistant who had attended the patient 
developed a sore throat; three days later he also 
died of pyemia. The staphylococcus pyogenes 
aureus gained entrance into the body of the second 
patient through the tonsils. 


At the time this report was written a youth with 
a furuncle of the lip was brought to Lanz’ clinic. 
The patient was already suffering with pyemia and 
the incision wound had been tamponed. Tampon- 
ade, according to Lanz, is unsurgical in such cases; 
open treatment alone should be considered but the 
danger of incision must be borne in mind. As the 
face is rich in blood and lymph vessels the entrance 
of pus-producing organisms into the circulation is 
favored. Furuncle of the lip is to be considered a 
serious condition from the very first moment. 

The patient should be put to bed and contact in- 
fection by the hands prevented. Further conserva- 
tive treatment should be instituted with warm 
salicylic compresses. If incision is absolutely 
necessary, the necrotic center of the furuncle should 
be treated with the thermocautery without pressure. 
The opened blood and lymph vessels should also be 
seared. In this manner the author has treated 
successfully 7 cases of pustula maligna. The sur- 
geon should always be very careful in handling the 
pus and should wear rubber gloves. Kocu (Z). 


NECK 


Mayo, C. H.: The Thyroid and Its Diseases. Surz., 
Gynec. & Obst., 1921, Xxxii, 209. 


The author discusses the work of Kendall in 
relation to the discovery of thyroxin and the studies 
of Plummer concerning the effect of thyroxin on 
metabolism. Hyperfunction of the thyroid gland 
raises the basal metabolic rate, while hypofunction 
lowers the rate. Metabolism can be returned to 
normal in most cases of hypothyroidism by the 
administration of thyroxin. 

The thyroid gland enables the body to develop 
an available iodinized secretion from the iodides in 
food. In simple colloid goiter there is an increased 
amount of iodine in the gland, while in exoph- 
thalmic goiter there is a deficiency of iodine. Wilson 
has shown that the amounts of hypertrophy and 
hyperplasia in exophthalmic goiter usually vary in 
proportion to the degree of toxicity. The thyroid 
consists of encapsulated alveoli held together by a 
stroma of connective tissue. The vesicles are lined 
by a single layer of cells. In exophthalmic goiter 
there is a crowding of the epithelium and vesicles 
with no retention of secretion. In simple goiter 
there is an excess of secretion. In two-thirds of one 
hundred cases of myxcedema thyroiditis was the 
cause of destruction of the gland. Simple goiter 
may occasionally cause a low metabolic rate. The 
cause of goiter may lie in the chemistry of infection, 
a toxemia which is produced within the gland or at 
a focus. 

Thyroxin benefits patients with cretinism and 
cures those with myxoedema. The treatment of 
simple goiter is the administration of iodine or 
thyroxin, preferably the latter. Operation is the 
treatment of choice for adenoma of the thyroid. 

Patients with exophthalmic goiter have exacer- 
bations and remissions of symptoms. The earlier 
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operation is performed in the course of the disease 
the safer it will be. It should not be performed in 
an exacerbation of symptoms. 

Hyperthyroidism due to adenoma should be 
differentiated from exophthalmic goiter. It occurs 
in goiter of long standing, fourteen to twenty years, 
and there is no exophthalmos. The patient has a 
tachycardia and develops arrhythmia. The average 
age at which the condition appears is 43 and the 
average age at operation is 48. In exophthalmic 
goiter the average age is 36, and the exophthalmos 
occurs in 50 per cent in the first few months and in 
87 per cent within two years. There is tachycardia, 
but the pulse is steady until degenerative changes 
ensue. The diagnosis of exophthalmic goiter is 
greatly aided by the metabolism test. Exophthalmic 
goiter occurs five times more often than adenoma 
with hyperthyroidism. The types of goiter should 
always be distinguished. 

In patients who have respiratory difficulty the 
isthmus of the thyroid should be divided first. 
The posterior capsule of the gland should be pre- 
served in order to avoid nerve injury and protect 
the parathyroids. 

In the Mayo Clinic during 1919, 1,709 of 2,205 
operations on the thyroid gland were. performed 
under ether anesthesia, and 135 with novocaine. 
In 363 cases combined anesthesia was used. In 
recent years only about 20 per cent of patients come 
to operation in the late stages of the disease. In 
the last series of cases there were 144 consecutive 
operations for exophthalmic goiter without a death. 
According to the condition, the mortality will range 
from o to 3 per cent. J. A. H. Macoun, Jr. 


Judd, E. S.: The Laryngeal Function in Thyroid 
Cases. Ann. Surg., 1921, Ixxiii, 321. 


Before considering the relationship of goiter and 
thyroidectomy to disturbances of laryngeal function 
it is necessary cto bear in mind the fact that a small 
percentage of otherwise normal persons have some 
degree of paralysis of one or both cords of which 
they are unaware. 

Paralysis of the recurrent laryngeal nerve caused 
by a goiter occurs apparently in somewhat more 
than 5 percent of all patients with goiter. The 
disturbance is not directly attributable to the size 
of the gland and is not always referable to the side 
of greatest enlargement. Carcinoma and hysteria 
must be considered when total loss of voice occurs 
in association with goiter. It is therefore evident 
that a laryngoscopic examination is desirable before 
operation. 

Following thyroidectomy two types of disturb- 
ance of laryngeal function are found. One, a 
temporary loss of voice following almost immedi- 
ately, is transitory, function being restored in a 
few days or a few weeks. The other, a delayed 
bilateral abductor paralysis producing dyspneea, is 
very persistent. The causes of the former type are 
known to include mechanical replacement of the 
larynx which has been pushed aside by the goiter, 


cedema, myositis, and trauma to the recurrent nerve. 
The cause of the latter type is not known. 

It has been found experimentally that to produce 
lasting paralysis the trauma must consist of division 
or ligation of the nerve. Pinching it produces only 
temporary paralysis, and stretching for a short time 
may cause none whatever. If the nerve is perma- 
nently stretched, paralysis may or may not occur. 

In the twelve cases of bilateral abductor paralysis 
studied by the author the causative factor was ob- 
scure. It may be scar contraction, trauma, or 
toxemia. Nine of these cases appeared among 
about 25,000 thyroidectomies at the Mayo Clinic 
and three of the patients so affected had been 
operated on elsewhere. Phonation was not an 
index to these cases. The onset of dyspnoea (due to 
paralysis of the posticus muscles), was delayed for 
from four to eight weeks and was gradual. The voice 
remained normal at this time except for the effect 
of the dyspnoea. The increasing difficulty in breath- 
ing made tracheotomy appear advisable in four 
cases wherein it was done, although the necessity 
for it is not established. In one case trachectomy 
was performed seventeen months after the goiter 
operation. 

The smaller number and greater vulnerability of 
the terminal fibers going to the abductor muscles as 
compared with those going to the adductors may 
have some bearing on this delayed paralysis. 

J. W. Ross. 


Fitz, R.: The Relation of Hyperthyroidism to 
Diabetes Mellitus. Arch. Int. Med., 1921, xxvii, 
305- 

The literature on the subject, which the author 
reviews, indicates that the possibility of a relation- 
ship between hyperthyroidism and diabetes has been 
recognized for a long time. The earliest report 
dealing with this relationship was that of Dumont- 
pallier which appeared in 1867. In 10906 Friedrich 
Mueller suggested that a special type of glycosuria 
is related to exophthalmic goiter. 

Thirty-nine hitherto unreported cases are re- 
viewed. Thirty-three of these case reports were 
obtained from the Mayo Clinic and 6 from the 
records of the Massachusetts General Hospital. 
Five patients with non-toxic goiter were operated 
on with no mortality; 6 with exophthalmic goiter, 
with one death; and 6 with toxic adenoma, with one 
death. Operation is not contra-indicated in properly 
selected cases. Hyperthyroidism and diabetes oc- 
cur together in a small number of cases but there 
is no established evidence that such coincidence 
is due to more than chance. 

Thyroidectomy alone has no curative effect on the 
diabetes. This is shown by the patients with non- 
toxic goiter whose diabetes did not improve after 
operation. In the cases of certain patients with toxic 
thyroid disease and diabetes who improved after 
partial thyroidectomy the improvement was due 
probably to the lowering of the basal metabolic rate. 

G. S. Foutps. 
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Deaver, J. B.: The Surgical Aspect of Hyper- 
thyroidism. NV. York M. J., 1921, cxiii, 265. 


The author believes that successful results in the 
surgical treatment of primary hyperthyroidism 
depend to a great extent upon the time at which 
operation is performed. In mild and moderately 
severe cases operation may be performed at a con- 
venient time between the attacks. In the severe 
type the disease often causes visceral complications 
which, when added to the dominant symptoms, 
make the time to operate a matter of judicious selec- 
tion. The cardiac symptoms Deaver believes are 
of greater importance with regard to the choice and 
time of operation than the renal symptoms. Another 
vital point for success is the patient’s mental atti- 
tude as both the pre-operative regime and the 
postoperative treatment are of as much importance 
as the operation itself. 

Cases of hyperthyroidism should be treated in 
a special hospital or a special department of a 
general hospital. It is in this type of case that 
Crile’s anoci-association finds its most ideal applica- 
tion. The anesthetic to be preferred is nitrous 
oxide and oxygen unless this is especially contra- 
indicated. Deaver is not an advocate of local anes- 
thesia. While open to conviction on the matter, 
he does not believe he can be convinced of its value. 

Preliminary upper pole ligation occasionally 
proves of such benefit that further surgery is ob- 
viated. Ligation of the upper poles is to be pre- 
ferred. Among the serious postoperative phenom- 
ena is acute hyperthyroidism with hyperpyrexia 
and consequent increased metabolism. When in 
less severe cases the patient is restless and difficult 
to manage, opium should be given. 

E. C. RopitsHEK. 


Crile, G. W.: The Protection of the Patient in 
Surgery of the Thyroid. Surg., Gynec. & Obst., 
1921, 213. 

The exophthalmic goiter patient should be pro- 
tected against the fatally excessive metabolism 
which the operation tends to induce, against failure 
of the already weakened myocardium, and against 
acidosis. 

The abnormal sensitization of the cells in exoph- 
thalmic goiter cases makes necessary the protection 
of local anesthesia even if surgical anesthesia also 
is employed. The sensitized patients require protec- 
tion against the stimuli of infection and in extreme 
cases must be guarded against even the absorption 
of aseptic wound secretion and hemoglobin. In 
brief, they must be guarded against psychic, trau- 
matic, biochemical, and anesthetic stimuli and the 
effects of the secretion of the thyroid itself. 

Whether the operation is to be performed with 
the patient in bed or in the operating room, he should 
see on the day of operation only the already familiar 
anesthetist and the already familiar anesthetic 
apparatus—no surgeon, no preparation, and no 
operating room. The end to be achieved is the main- 
tenance of an unbroken state of negativity while the 


exquisitely sensitized organism is being carried 
through the processes of the ligation of an artery 
and the removal of a part of one or both lobes of the 
thyroid. 

Protection against suboxidation is also essential. 
The internal respiration is immediately dependent 
upon a continuous supply of oxygen; hence asphyxia 
or deep inhalation anesthesia quickly suppresses 
the internal respiration and causes death immedi- 
ately, within a few hours, or within a day or so. 
Gas and oxygen analgesia combined with local an- 
xsthesia is entirely free from this serious objection. 

A weak myocardium or a decompensated heart 
leads to serious suboxidation because of the dimin- 
ished blood supply. Against this condition the 
patient is best protected by one or two courses of 
digitalis, each consisting of 30 minims of the tincture 
given every four hours for fifteen doses and repeated 
as may be required until cedema disappears and 
the tone of the heart is as good as its condition will 
permit. 

Patients with advanced exophthalmic goiter 
commonly have cycles of vomiting. These may be 
controlled by sufficient water. It is probable that 
the clinician fails to appreciate the great loss of 
water through the skin and the fact that because 
of his raging metabolism the exophthalmic goiter 
patient requires much more water than a normal 
person. 

There is evidence, although it is not conclusive, 
that protection should be given also against the too 
sudden withdrawal of thyroid activity. This danger 
may be eliminated by the administration of thyroid 
extract before the operation. If 2 gr. are given the 
evening before, and 2 gr. on the morning of the 
operation, the dose will become effective at the time 
the thyroidectomy is performed. If the patient 
later seems apathetic, it is well to continue the 
administration of the thyroid extract for several 
days. The necessity of preventing a sudden de- 
crease in the amount of the thyroid hormone is 
supported by the fact that the safest operation is a 
graded operation: first, a ligation of one superior 
thyroid artery; then, of a second; and finally, after 
an interval, the length of which is determined by 
the needs of the patient, a unilateral or a bilateral 
partial thyroidectomy. 

In the very severe cases in which the pulse runs 
up during the operation the wound is left open to 
protect the patient from the absorption of wound 
secretions and from postoperative pain, and also to 
shorten a hazardous operation by a few but possibly 
decisive minutes. Following ligation, protection 
against postoperative pain is secured by means of 
quinine and urea hydrochloride. The open wound 
is protected by flavine gauze dressings or by sterile 
dressings, which are nearly as good, until its closure 
under analgesia on the afternoon of the same day or 
on the following morning. 

Finally, the patient must be protected against the 
so-called postoperative hyperthyroidism. If the 
pulse and the temperature begin to rise and restless- 


ness is marked, ice-bags should be applied in approx- 
imately the following manner: 

If the temperature reaches ror degrees, four ice 
bags should be applied to the thorax and the ex- 
tremities; at 102 degrees from eight to twelve ice 
bags should be applied to the thorax, the abdomen, 
and the extremities. If the temperature rises to 
103 degrees or over, it should be reduced by refrig- 
eration by placing the patient between rubber sheets 
placing on the upper sheet from 150 to 200 Ib. of 
cracked ice, and mounting an electric fan at the 
foot of the bed so that the air current is directed 
toward the patient’s face. In cases of great urgency, 
salt may be added. The temperature should be 
closely watched while the patient is in the ice-pack 
and the ice-pack should be removed when it has 
fallen to 100 degrees. 

The formulation of this plan of treatment is 
based upon experimental research and the clin- 
ical study of a series of 821 ligations and 2,771 
thyroidectomies. Of the latter, 1,315 were done 
for exophthalmic goiter. 

By the application of these measures the mortal- 
ity rate of all thyroidectomies has been reduced to 
1.3 per cent; that of thyroidectomies for exoph- 
thalmic goiter, to 1.8 per cent; and that of ligations, 
to 0.6 per cent. The author’s final series of cases 
included 322 thyroidectomies and 139 ligations 
without a death. G. W. Hocure. 


HEART AND VASCULAR SYSTEM 


Meyer-Pantin: The Healing-In of Needles in 
Heart Wounds (Zur Frage der Einheilung von 
Nadeln im Herzen). Frankfurt. Zischr. f. Path., 
1920, xxiv, 466. 

Meyer-Pantin reports a case in which a needle 
4.3 cm. long healed up in a heart wound without 
causing any symptoms. It was found by chance at 
autopsy on a man who died of pulmonary tuberculo- 
sis. In connection with this case similar cases report- 
ed in the literature are discussed. 

There are three routes by which needles may 
enter the heart: (1) from outside through the skin, 
(2) from the oesophagus, and (3) through the 
respiratory tract 

Among 8 cases in which the location of the needle 
was known, it was found in the left ventricle in 5. 
This fact was due, the author believes, to the 
topographical anatomy of the heart. The cesopha- 
gus makes a bend at the point where it Jies nearest 
the left ventricle and this is the point where it is 
easiest for a needle to penetrate. 

The entrance of needles through the skin into the 
left ventricle is explained by the heart action. Of all 
the heart cavities the right ventricle has the greatest 
surface nearest the anterior wall of the thorax. On 
systole the heart makes a turn in the direction of 
supination of the hand so that the left ventricle is 
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Seelig, M. G.: Midline Congenital Cervical Fistula 
of Tracheal Origin. Arch. Surg., 1921, ii, 338. 


The author states that the case of congenital 
midline cervical fistula of tracheal origin reported 
in this article disproves the universal belief that all 
such fistula are thyroglossal-duct anomalies. The 
tissues which were dissected out in closing the fistula 
were examined histologically and the diagnosis was 
made on this basis. The arrangement, in almost 
typical fashion, of all the histologic elements 
forming the trachea justified this diagnosis. The 
formation of such a fistula is explained thus: 

“An anomalous budding process takes place at 
some point on the ventral or lateral aspect of the 
primitive trachea. As the primitive trachea devel- 
ops into its definitive form, the anomalous sprout 
grows downward in a plane anterior to the sternum. 
Ludwig Pick suggests that this is not a budding pro- 
cess but rather should be interpreted as a double 
tracheal anlage, with the accessory trachea taking 
a course anterior to the sternum. At the point of 
budding or division, the anterior branch loses its 
connection with the foregut (from wlrich the tracheal 
and lung anlage developed), becomes closed off, and 
gradually dilates to cystic proportions. The cyst 
stretches the overlying skin in the midline. Finally 
rupture occurs, establishing a fistula and resulting 
in skin retraction in the shape of folds, or possibly 
teats, as in the present instance.” OO. M. Rorr. 


THE CHEST 


brought nearest the outer chest wall and offers a 
greater surface for the penetration of a needle. 
The suction of the systole then tends to draw the 
needle into the heart. 

In most of the cases the needle lies in a per- 
pendicular longitudinal direction. Among patho- 
logical-anatomical changes caused by a needle in 
and around the heart are adhesions of the peri- 
cardium to the heart, the formation of a connective- 
tissue shell around the needle, and finally, thicken- 
ing of the endocardium. Cases have been reported 
in which a needle remained in the heart for periods 
of fourteen, nine, and five years and twenty-two 
months. In 12 cases the entrance of the needle into 
the heart caused death in a short time. Death was 
due to external bleeding and in one case to gangrene 
of the leg resulting from embolism. In the latter 
case the needle projected into the left ventricle, 
caused the formation of thrombi, and became rusted 
by the oxygen in the blood. Rorurucus (Z). 


Jonnesco, T.: Surgical Treatment of Angina Pec- 
toris by Resection of the Cervicothoracic Sym- 
pathetic Nerve (Traitement chirurgical de l’angine 
de poitrine par la résection du sympathique cervico- 
thoracique). Presse méd., Par., 1921, xxix, 193. 


_ The symptoms of angina pectoris are caused by 
irritation of the cardio-aortic plexus due to a con- 
stant lesion of the aorta. The painful vascular and 
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motor disturbances which make up the syndrome 
are reflex. The circulatory, nervous, and muscular 
disturbances can’ be produced only if the reflex 
starting from the aortic plexus ends in the nerve 
centers. 

By breaking the centripetal route between the 
cardio-aortic apparatus and the nerve centers by 
resecting the cervico-sympathetic nerve the arrival 
of the aortic reflexes in the nerve centers and the 
reaction of these centers are prevented. 

Jonnesco in 1896 for the first time made a total 
resection of the cervical sympathetic, including with 
it the first thoracic ganglion. He did this in the 
treatment of epilepsy and exophthalmic goiter. 
The same operation was later performed for glau- 
coma and migraine. In 1916 it was applied to a case 
of angina pectoris, the first and only case of this 
condition treated surgically. A definite cure re- 
sulted. The resection of the cervico-thoracic nerve 
was done on the left side only. It might be thought, 
and Jonnesco himself so thought, that such a 
unilateral resection would not be sufficient to obtain 
complete isolation of the cardio-aortic plexus from 
the nerve centers. The practical result, however, 
proved the contrary. This might be explained by 
the fact that all the painful symptoms of angina 
pectoris are limited to the left half of the thorax and 
the left arm. It was for this reason that Jonnesco 
began the operation on the left side. 

Because of the brilliant result obtained by the 
unilateral operation in the case reported Jonnesco 
believes that a resection on one side, the left side, 
will usually be sufficient to obtain a perfect result, 
but as the operation is simple and harmless, it is 
preferable to perform it on both sides. 

W. A. BRENNAN. 


MISCELLANEOUS 


Lerche, W.: The Surgical Treatment of Suppura- 
tion in the Posterior Mediastinum; Report 
of a Case. Surg., Gynec. & Obst., 1921, xxxii, 232. 


In the case reported the peculiar cough and 
attacks of dysphagia which had persisted for six 
years, the increasing severity of the symptoms in the 
three to four months preceding the operation, and 
the final formation of a large abscess followed by 
complete cure suggested a local nerve irritation. 
In the author’s opinion it is probable that the right 
recurrent chain of lymph nodes had become infected 
and caused irritation of the recurrent laryngeal 
nerve. 

Examination of the patient showed atrophic 
rhinitis and a dry, glazed appearance of the 
pharynx and the cervical portion of the cesophagus. 
As the recurrent chain of lymph nodes receive the 
lymph trunks draining the upper end of the ceso- 
phagus, the already chronically inflamed mucosa of 
the upper end of the cesophagus was probably the 
avenue of entrance of the infection. 

In several reported cases the pus was found in the 
retro-cesophageal space and extended into the 


posterior mediastinum. In the author’s case the 
pus was not retro-cesophageal, but had probably fol- 
lowed the groove between the cesophagus and the 
trachea. 

In order to determine the probable route which 
would be taken by a liquid mass introduced into the 
upper part of the groove between the cesophagus and 
trachea, barium suspended in buttermilk was 
injected with moderate and gradually increasing 
force into fresh cadavers. The liquid mass extended 
laterally along the cesophagus and trachea into the 
superior mediastinum and a few centimeters below 
the tracheal bifurcation into the posterior medias- 
tinum. It also followed the vessels, and when greater 
force was used it crossed in front of the trachea to the 
opposite side. 

The number of cases thus far operated upon is ten, 
and in six a complete recovery followed cervical 
mediastinotomy. If cervical mediastinotomy should 
prove insufficient, it should be supplemented by 
dorsal drainage. As there is probably less liability of 
tearing the pleura, the Heidenhain operation would 
perhaps be the procedure of choice in draining 
dorsally. I. W. Bacu. 


Fishberg, M.: The Diagnosis of Intrathoracic 
Neoplasms. Med. Rec., 1921, xcix, 513. 


During the past five years 33 cases of primary 
malignant neoplasms of the bronchi, lungs, and 
pleura have been admitted to the Montefiore 
Hospital. Complete autopsies have been obtained 
jn 16, and in 3, surgical autopsies. All but one were 
diagnosed before autopsy. 

The insidious onset of the condition with cough, 
expectoration, pain in the chest, dyspnoea, fever, 
and hemoptysis, and the physical signs, which are 
usually those of a localized airless area of lung 
tissue, are responsible for the fact that a large 
number of cases are mistaken for pulmonary tuber- 
culosis. In 50 per cent serous, sanguinous, or 
purulent pleural effusions occur, and for this reason 
a large proportion are treated as pleurisy. In the 
later stages, when the tumor disintegrates, cavities 
are formed in the lungs and foetid sputum is ex- 
pectorated; thus abscess or gangrene of the lung is 
simulated. 

There are two early symptoms which are hardly 
ever seen inearly phthisis, namely, dyspnoea and pain 
in the chest. The dyspnoea is due to the plugging 
of a large bronchus from within or without. As- 
phyxia from pressure of the growth on the main 
bronchus or trachea was present in 2 cases. Pres- 
sure on veins may cause oedema of the upper part 
of the chest, the neck, and the face. Stridor is very 
rare. 

Next to dyspnoea, pain is a constant symptom. 
Fever occurs early in the majority of cancer cases. 
Enlargement of the superficial glands is a late 
symptom. 

The diagnosis is made by physical exploration of 
the chest. In the author’s experience, such examina- 
tion is more often decisive than any other diagnostic 
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method. In many cases a small tumor nodule is 
more easily and much earlier discerned by per- 
cussion and auscultation than by a roentgenological 
examination. 

Many tumors break down. The patient then 
expectorates large masses of sputum, has profuse 
hemorrhages, runs a high fever, sweats, etc. 

Secondary effusions accumulate very rapidly and 
completely fill the chest. Examination of the pleural 
exudate has been of little value. 

Patients with enlarged tuberculous glands on-the 
neck hardly ever have signs of active disease in the 


lungs, but when the glands are malignant there are 
signs of extensive changes in the lungs. 

In 3 of the cases cancer cells were found in the 
sputum. 

Radiography has been found of value in cases of 
lung tumor but often proves misleading or negative. 
A radiogram made immediately after the with- 
drawal of the fluid will show a tumor which is 
otherwise obscured by the fluid. Recently it has 
been the author’s custom to withdraw the fluid and 
produce a pneumothorax. A_ radiogram then 
shows the tumor clearly. C. R. STEINKE. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Hennington, C. W.: Abdominal Incisions. JN. 
York State J. M., 1921, xxi, 81. 


In making abdominal incisions the chief con- 
sideration is preservation of muscle tissue and 
nerves. The length and direction of the incision 
should be determined by the anatomical arrange- 
ment of the muscles and nerves. ; 

The McBurney incision conforms to all the prin- 
ciples of an ideal incision and would be more favored 
but for its abuse in careless separation of the layers 
and needless trauma to the nerves which accounts 
for the occasional occurrenceingui of nal hernia as 
a sequel. 

A muscle-spreading incision through Petit’s 
triangle is the best method of approaching the 
retroperitoneal region, including the kidney and 
ureter as well as the appendix known to be 
retrocecal. 

The possibility of making a true muscle-splitting 
incision for approach to the upper abdomen is 
doubtful, particularly in the gall-bladder region. 
The distribution of the nerves offers the chief 
difficulty. 

The transverse incision is of doubtful value; it 
lends itself poorly to any needed alteration and 
offers greater mechanical difficulties to its proper 
performance and closure than the classical longi- 
tudinal incision. 

The direct, split-rectus incision (through muscle 
and sheath) remains the method of choice since the 
medial portion of the split-rectus muscle readily 
recovers and the nutrition, both of the muscle and 
the sheath, is less disturbed when their normal 
relations are not interfered with. 

The Jow middle-line incision remains the incision of 
choice for the lower abdomen. 

Increased length of any incision permits more 
thoroughness, ease, and speed at operation with less 
trauma to the tissues, but gives greater danger to 
innervation and greater potential danger of a weak 
scar. 

In closures, accurate apposition in each anatomical 
layer with freedom from blood and dead space is 
important. 


Pain in abdominal scars is produced either by 
involvement of nerves in the scar or by traction 
caused by the denseness of the scar. Most painful 
scars extend through all the layers of the abdominal 
wall and prevent their gliding normally over each 
other. In diagnosing such cases one must exclude 
peritoneal adhesions and hernia as causes of the pain. 

The aim in abdominal closures is not merely the 
prevention of a hernia but also the attainment of as 
good an anatomical and functional reconstruction as 
possible. B. F. Eacer. 


Pineda, J. C.: Fibrosarcoma of the Abdominal 
Wall (Fibrosarcoma de la pared abdominal). Rev. 
de med. y cirug. de la’ Habana, 1921, xxvi, 35. 


Fibromata of the anterior abdominal wall may be 
hard or soft and may undergo degeneration. Sar- 
comatous degeneration, however, is very rare. The 
case reported in this article is of interest because of 
the rarity of fibrosarcomata of the abdominal wall 
and the early successful removal before metastasis 
had taken place. 

The tumor was situated in the hypogastric region. 
It was of several years’ duration and had increased 
progressively in size until it was about that of the 
patient’s fist. It was soft, projected from a sessile 
base, and was largest in its transverse diameter. 
Biopsy showed it to be a fibrosarcoma. 

The tumor was removed in October, 1919, by two 
transverse elliptical incisions and complete excision. 
Healing took place by primary intention and con- 
valescence was uneventful. Three years later there 
had been no recurrence and the patient’s health had 
continued good. W. R. MEEKER. 


Tourneux, J. P.: Strangulated Pre-Hernial Lipo- 
mata (Les lipomes préherniaires étranglés). Kev. de 
chir., Par., 1920, lviii, 653. 

It is known that adipose formations may develop 
about any potential hernial orifice in the organism. 
Therefore because of their situation they cause 
traction on the peritoneum and prepare the way 
for hernia by creating a kind of infundibulum. 
These lipomata occur often about the linea alba and 
in the femoral region. Much less frequently they 
develop in the inguinal region. The phenomena 
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arising from them simulate those due to a true 
hernia. They may even resemble those of strangu- 
lated hernia. The diagnosis is often extremely 
difficult, particularly when the tumor is hard and 
painful. 

The differentiation between prehernial lipomata 
and true hernia was reported in surgical literature as 
far back as 1821 but was overlooked until recently. 

The author gives the histories of 4 cases observed 
by him in which the different stages of strangulation 
from simple blood stasis up to gangrene were noted. 
Sections are devoted to the etiology, pathologic 
anatomy, symptoms, diagnosis, and treatment. The 
differentiation between strangulated lipoma and 
strangulated hernia is difficult. The strangulated 
lipoma is very hard, non-impulsive, and irreducible. 
The strangulated hernia is not mobilizable but the 
lipoma shows relative mobility. The intestine or 
omentum is attached to the hernial orifice and 
enclosed in a sac more or less intimately connected 
with it which is itself encircled by the fibrous ring. 
The lipoma is almost an isolated tumor situated at 
the extremity of a diverticulum and not enclosed in 
a sac. Its greater mobility is due to the fact that 
most of it is completely free. The observation of 
this mobility enabled the author to reach a correct 
diagnosis in 3 cases. Tourneux believes that many 
cases operated upon as strangulated hernia are in 
reality cases of strangulated lipomata. 

There is only one rational treatment of strangu- 
lated lipoma, viz., total extirpation. Traction is 
not only useless as a rule but may be a source of 
danger as the lipoma may be infected or may rup- 


ture. After the lipoma and the agent of strangula- 
tion have been dealt with the peritoneal divertic- 
ulum must be eradicated. The complete treat- 
ment therefore consists in extirpation of the lipoma 
and of the sac or pedicle which is always present in 
the midst of the adipose tissue. W. A. BRENNAN. 


Stetten, D.: The Differentiation of Saphenous 
Varix from Femoral Hernia. Surg., Gynec. & 
Obst., 1921, XXxii, 235. 


Dilatation of the terminal portion of the saphen- 
ous vein near its entrance into the femoral vein is 
frequently mistaken for a femoral hernia. In some 
cases the dilatation is of considerable size and when 
the patient is standing may easily be seen as a 
protruding mass in approximately the location of a 
hernia through the femoral canal. It is often 
painful and symptomatica!ly very readily suggests 
such a hernia. 

As differentiating saphenous varix de Quervain 
called attention to a bluish sheen to the skin over the 
swelling, easy compressibility, prompt reappear- 
ance of the dilatation upon the release of pressure, 
and fluctuation in its size with every change in the 
venous pressure due to coughing, vomiting, lving 
down, or normal breathing. 

Stetten states, however, that the bluish appear- 
ance is absent if the subcutaneous fat is at all pro- 
nounced, while the compressibility of the dilatation, 


its enlargement with the increase in venous pressure 
due to coughing, and its disappearance in the re- 


-cumbent position may be simulated by a hernia. 


He adds, however, that the position of the swelling 
in the dilatation of the upper part of the saphenous 
vein is usually somewhat lower down than a femoral 
hernia. While it may be at the saphenous opening, 
just at the entrance of the internal saphenous into 
the femoral vein, it is generally a centimeter or two 
below this juncture. As a rule other varicose veins 
will be found on the leg and thigh when a dilatation 
is present near the saphenous opening. 

Reduction of the tumor and pressure over the 
femoral ring by the examining finger does not hold 
back a saphenous varix when the patient strains or 
stands. The impulse on coughing also differs 
materially in the two conditions. Instead of a 
frank impulse, as in a hernia, a fluid wave or thrill is 
felt in cases of venous dilatation. This is readily 
elicited if only light pressure is made during the 
examination, and is almost pathognomonic. It can 
be simulated in hernia only if there is an associated 
ascites. I. W. Bacn. 


GASTRO-INTESTINAL TRACT 


Losio, L.: Ptosis of the Pyloric Part of the Stomach 
and Biliary Colic (Ptosi della pars pilorica dello 
stomacho e coliche biliari). Policlin., Roma, 1921, 
XXVIII, Sez. prat., 253. 

The varied symptoms of ptosis of the liver include 
painful paroxysms with or without icterus which 
simulate the biliary colics of lithiasis. Similar 
colicky pains may occur also in cases of so-called 
vertical dislocation of the stomach with evident 
descent of the pyloric region. 

Losio describes two clinical cases to show that if 
a total descent of the liver is associated with descent 
of the pyloric region of the stomach exaggeration 
of the gastric curvatures and angulation of the free 
parts of the neck of the gall-bladder and common 
duct give rise to painful crises. These are due mostly 
to traction on the bile ducts. In some cases, how- 
ever, such as one of those reported in this article, 
there is relaxation due to a reduction of the distance 
between the hepatic hilum and Vater’s ampulla. 

W. A. BRENNAN. 


Vaccari, L.: Mediogastric Stenosis Caused by 
Incomplete Indirect Umbilical Hernia (Stenosi 
mediogastrica determinata da ernia ombelicale 
indirecta incompleta). Policlin., Roma, 1021, 
225. 

The author describes the case of a woman 50 
years of age in whom the clinical symptoms and 
the X-ray findings led to a diagnosis of mediogastric 
stenosis due probably to an ulcer of the lesser curva- 
ture of the stomach. At operation an incomplete 
hernia in Richet’s umbilical canal was discovered. 

It is known that Richet’s umbilical fascia forms 
the umbilical canal and that a hernia there may 
progress from above downward or from below up- 
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ward according to the arrangement of the fascia. 
Widening of the canal can occur only in its initial 
portion; the hernia cannot reach the umbilicus but 
must remain between the linea alba and the fascia. 

The symptoms arising from a hernia of Richet’s 
canal generally resemble those of gastric ulcer but 
gastric ulcer is more frequently associated with gas- 
tric hemorrhage. In the author’s case there was 
no gastric hemorrhage but its absence did not 
exclude the possibility of ulcer. 

Vaccari states that his case of mediogastric 
stenosis due to a Richet hernia is unique in medical 
literature. He draws the following conclusions: 

1. When the X-ray demonstrates a mediogastric 
stenosis, Jatent or incomplete hernia of the umbilical 
canal of Richet must be considered in seeking the 
cause. 

2. When the diagnosis between gastric ulcer and 
umbilical or epigastric hernia is doubtful the clinical 
findings should be relied upon more than the X-ray 
examination. 

3. When a case resembling mediogastric stenosis 
lacks some symptom characteristic of this lesion the 
presence of an indirect, incomplete hernia of the 
umbilical canal of Richet should be suspected. 

W. A. BRENNAN. 


Borchers, E.: The Value of Resection of the Vagus 
Nerve for Disturbances of Gastric Motility 
(Motilitaetsstoerungen des Magens und Vagusresek- 
tion). Zentralbi. f. Chir., 1920, xlvii, 1535. 


This is a short review of experimental work de- 
signed to clear up the question of the influence of 


the vagus nerve on the activity of the normal and 
diseased stomach. The author took up this investi- 
gation because of the recent recommendation of 
section of the vagus nerve for the treatment of 
gastric crises. He points out that such an operation 
would have an effect on gastric spasms and hyper- 
motility only if the vagus nerve is active in produc- 


ing these conditions. On the basis of the recent 
literature regarding ulcer and vagotonia this partici- 
pation appears to have been proved beyond doubt, 
but from numerous experiments on cats and rabbits 
in which an opening was made in the stomach and 
abdominal wall, Borchers has come to the conclu- 
sion that the vagus nerve is not to be regarded as 
the motor nerve of the stomach. Therefore he 
advises against all operations designed to cure 
hypermotility of the stomach by weakening or 
cutting of the vagus. Kars (Z). 


Mayo, C. H.: Gastric and Duodenal Ulcers. Ann. 
Surg., 1921, xxiii, 328. 


The author believes that the accident of peptic 
ulcer is rare and represents but a fraction of 1 per 
cent of the findings of general necropsies. In the 
aggregate, however, the condition occurs in thous- 
ands of persons, many of whom apparently never 
sufier from symptoms of gastric origin while others 
do not appreciate their symptoms. When acute 
and chronic bleeding, perforation, and mechanical 


obstruction were the main diagnostic points of 
ulcer, hemorrhage was formerly relied on in making 
the diagnosis. These symptoms lost their impor- 
tance, however, as diagnostic ability improved. 

Peptic ulcer is more common in males than in 
females, the proportion being 3 to 1. The propor- 
tion of gastric to duodenal ulcers is approximately 
I to 4, as shown by reports from the Mayo Clinic 
where from January 1, 1906, to January 1, 1920, 
operations were performed on 1,191 patients with 
gastric ulcer and on 4,532 patients with duodenal 
ulcer. In a series of 638 patients with gastric ulcer 
observed in a five-year period, 28 had multiple 
ulcers. 

Peptic ulcer is undoubtedly developed by a com- 
bination of local chemical effects which possibly 
cause prolonged vessel spasm or claudication, a 
counterpart of Raynaud’s disease or scleroderma. 
It may be due also to direct interference with the 
circulation by infarction emboli of bacteria chemi- 
cally and mechanically active in the tissues which 
thereby lower the local resistance to the action of 
digestive fluids. The relation of pepsin and acid 
has always been recognized as associated with the 
development of these so-called peptic ulcers. 

The medical treatment of gastric ulcer in an 
exacerbation during waking hours is directed 
toward controlling and lowering the acidity by 
dilution or neutralization of the gastric contents 
at regular periods. 

Some surgeons perform  gastro-enterostomies 
because of symptoms such as digestive, abdom- 
inal, and even spinal reflexes without positively 
determining the presence of ulcer. In a number of 
cases it is necessary to cut off and close the gastro- 
enterostomy which was made to the discredit of 
surgery when no ulcer was present. On _ the 
other hand, the surgeon appears to discredit the 
internist as he never sees an ulcer in the early stage 
unless it has perforated or is causing hemorrhage; 
he thus may exaggerate the danger of ulcer. Al- 
though the patient may have passed years in the 
active care and treatment of his stomach, the 
gastric trouble cannot be overcome as it is reflex in 
origin. 

In a study of the results of 647 operations per- 
formed in the Mayo Clinic from July 1, 1914, to 
July 1, 1910, on 638 patients with calloused ulcer of 
the stomach, the average mortality was 3.2 per 
cent; this is more than double the average mortality 
in 2,734 operations performed in the same period 
on 2,720 patients with duodenal ulcer. Many 
excised ulcers which were believed to be benign 
showed the presence of carcinoma in a limited area 
of the margin. On the theory that malignant cells 
are much more vulnerable to heat than normal 
cells, Balfour suggested and developed a slow 
destruction of ulcer by perforation with the cautery 
and immediate closure and gastro-enterostomy. 

In 89 operations performed in the Mayo Clinic 
for hour-glass stomach the operative mortality was 
7.4 per cent. The sleeve resection of the central 
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portion of the stomach, usually with gastro-enter- 
ostomy, is performed. If there is recurrence, the 
lower half is removed at the second operation, the 
narrowed proximal portion being united usually 
to the jejunum but sometimes to the duodenum. 
As a rule the same type of union of the stomach with 
the duodenal end or the jejunum is made for ex- 
tensive ulceration and thickening and for local 
cancer in the pyloric region after resection of the 
stomach. 

Gastrojejunal ulcer occurs in a small percentage 
of patients who have been primarily relieved by 
gastro-enterostomy. The present small percentage 
of these cases can be markedly reduced by avoiding 
the use of permanent suture material for the brief 
period demanded in the ordinary case of gastro- 
enterostomy. 

In an investigation of 438 cases of duodenal ulcer 
Graham found that 70 per cent of the patients who 
survived the operation considered themselves well 
following gastro-enterostomy, 27 per cent were 
improved, and 3 per cent unimproved. 

The future condition and length of life of patients 
with peptic ulcer are problems recognized by in- 
surance companies in considering the applications 
of those who have had operations for ulcer. In an 
investigation at the Mayo Clinic of the results of 
operation in a large series of cases of gastric and 
duodenal ulcers, Hunter, actuary of the New York 
Life Insurance Company, found that among patients 
with gastric ulcer the average death rate for the 
four-year period after operation was slightly more 
than three times the normal, while among patients 
with duodenal ulcer it was, if anything, slightly less 
than normal. The series consisted of 2,431 patients, 
all but 108 of whom were traced. 


Westphal, K.: Contraction of the Stomach and 
Its Relation to the Chronicity of Peptic Ulcer 
(Ueber die Engen des Magens und ihre Beziehungen 
zur Chronizitaet der peptischen Ulcera). Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1920, xxxii, 659. 


The forms of contraction of the stomach de- 


scribed by pathologists, particularly Aschoff, are 
not very well known to roentgenologists because 
the former make their findings with the cadaver 
lying on the back and the latter with the patient 
standing or sitting. Therefore Westphal gave a 
bismuth meal to 24 patients, some of them lying 
down, some of them standing, and some of them 
sitting, and examined them roentgenologically in 
these positions. 

When the patients were lying down the meal re- 
mained longer in the fundus, not because of a 
contraction of the stomach at a lower point, but 
because in the recumbent position the upper part 
of the stomach lies at a lower level than the pylorus 
and the muscle layer of the fundus is weaker and 
‘yields more readily to the pressure of the gastric 
contents. The contents then pass, sometimes very 
, suddenly, sometimes more gradually, downward 
into the sinus region. Generally in the region 


described by Aschoff as being contracted a smaller 
stomach silhouette is observed so that on the whole 
the roentgen pictures in the recumbent position do 
not contradict the anatomical findings. 

In the upright position the weight of the contents 
changed the stomach into the usual fish-hook form; 
also in patients observed as soon as possible after 
they arose from the table there was generally no 
contraction of the lower part of the body of the 
stomach. 

Aschoff found that the constriction could some- 
times be observed in the active stomach by feeding 
special kinds of food. Westphal therefore gave 3 
patients goulash made of large pieces of meat with 
a great deal of pepper, alternating this with table- 
spoonfuls of barium emulsion. However, when they 
were examined with the X-ray in the standing posi- 
tion both during the meal and thirty and sixty 
minutes afterward no isthmus-like circumscribed 
contractions of the stomach were noted. Other 
kinds of extremely irritating food also failed to cause 
these contractions. 

Westphal describes the further course of the food 
through the stomach on the basis of Groedel’s 
pictures and his own observations, mentioning 
especially the waist-like contraction at about the 
middle of the stomach, the region which is qualita- 
tively and quantitatively exposed to greater 
mechanical irritation than other parts of the 
stomach. This ‘“‘waist-line” of the stomach, espe- 
cially in fish-hook and long stomachs, is caused, 
according to Westphal, by the elasticity of the stom- 
ach wall which causes it to yield in the middle like 
a rubber tube when it is stretched. 

The longitudinal folds in the mucous membrane 
of the stomach depend on the degree of contraction 
of the stomach wall. Westphal compares them to the 
wrinkles in the palm of the hand when the hand is 
closed. In the examination of 50 plates with ulcer 
niches he found most of the niches at the boundary 
between the middle and lower thirds of the lesser 
curvature; at the isthmus described by Aschoff 
they were much rarer, the majority being higher 
than that, i. e., at the “waist-line” of the stomach. 
Mechanical factors and nervous spasms contribute 
to the maintenance and development of the ulcer. 

Westphal discusses the origin and effect of spasms 
of the stomach in pyloric, parapyloric, and duodenal 
ulcers. Possibly the periodicity of duodenal ulcer 
is explained by disturbances in the function of the 
vegetative nervous system which appear especially 
at certain seasons of the year. In experiments on 
rabbits in which the stomach mucous membrane 
was pricked with long needles Westphal found that 
the part of the stomach wall affected became pale, 
and that small, isolated muscle contractions, the 
largest the size of a lentil, appeared on the lesser 
curvature and in the pyloric region but were most 
marked in the lower segments of the stomach. He 
believes that solid bits of stomach contents have a 
similar effect on a gastric ulcer, producing isolated 
or diffuse spasms of the stomach wall. 
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While it is generally thought that there is a 
gradual transition from small hemorrhages of the 
mucous membrane to hemorrhagic erosions and then 
to peptic ulcers, Westphal concludes on the basis of 
the finding at autopsy of anapparently recent stom- 
ach ulcer (which however, he did not examine with 
extreme care) and from the experiments of Gundel- 
finger, that sometimes in man large peptic ulcers 
develop within a few hours, perhaps as the result 
of disturbances in the region of the mesenteric 
plexus. The origin and chronicity of peptic ulcer, 
therefore, is due to the interaction of different 
causes, anatomical, mechanical, and nervous. 

MarweEDEt (Z). 


Toupet, R.: Posterior Transmesocolic and Supra- 
mesocolic Gastro-Enterostomy (La _gastro- 
entérostomie postérieure trans- et sus-mésocolique). 
Presse méd., Par., 1921, xxix, 253. 


Toupet is becoming more and more convinced of 
the superiority of trans- and supra-mesocolic 
gastro-enterostomy over posterior gastro-enteros- 
tomy. When the former is performed in simple 
cases it is not necessary to bring the transverse 
colon to the surface of the body. In difficult cases 
it allows the surgeon to operate outside the abdomen, 
to place the neostomy in a good position, and to 
utilize the transmesocolic route when this would 
otherwise be impossible. It seems to Toupet always 
more logical to bring the small intestine to the 
stomach. The point open to most question is the 
best method of opening the posterior omental 
cavity. Toupet’s method is as follows: 

If the operative indication is clear, if exploration 
of all the posterior surface of the stomach is not 
necessary, and if the gastro-enterostomy is only the 
first stage of a gastrectomy, the gastrocolic ligament 
is depressed with the finger and the posterior wall 
of the stomach is exposed. If a very wide explora- 
tion of all the posterior wall of the stomach is 
necessary the intercolo-omental exposure of Duval 
is done. If pyloric exclusion by section is indicated 
and there is no suitable area on the posterior wall of 
the stomach to make the anastomosis the greater 
curvature is stripped of its vessels in the manner 
recommended by Ténioin. W. A. BRENNAN. 


Kloiber, H.: The Hydrochloric Acid Content After 
Resection of the Stomach for Callous Ulcer 
(Die Salzsaeurverhaeltnisse nach Resektion des Ma- 
- wegen Ulcus callosum). Med. Klin., 1921, xvii, 
30. 

Kloiber performed 15 operations for penetrating 
callous ulcer, 6 by the Billroth II method and 9 by 
simple transverse resection. In all of these cases 
he determined the gastric acidity before the operation 
and two and four years afterward. In every in- 
stance he found a marked decrease in the acid con- 
tent below the normal values, and in some cases an 
anacidity. The total acidity and the hydrochloric 
acid content decreased in about the same proportion. 

As the decrease in acid values was present in the 
cases of transverse resection as well as in those 


treated by the Billroth II method, and as pyloric in- 
sufficiency was excluded by the fact that there was 
no bile in the stomach, the decrease in acidity can- 
not have been due to neutralization of the gastric 
juice. by duodenal contents, but must have been a 
primary decrease in acid production resulting from 
the decrease in the secretory mucous surface of the 
stomach and a disturbance of innervation caused by 
the cutting of the vagus nerves. These deductions 
were not confirmed by experiments on animals 
probably because the conditions in dogs are not 
just the same as thoseinman. Inmanthere is no 
doubt that the acid values are decreased by resection. 
Therefore, this operation is of great therapeutic 
value not only because it removes the ulcer, but 
also because it overcomes the hyperacidity. 
HaGEMANN (Z). 


Maydl, V.: Tuberculous Stenoses of the Bowel 
(Tuberkulose Darmstenosen). Casop.lék. Eesk., 1920, 
lix, 777. 

In this article the author discusses the pathogene- 
sis, diagnosis, and therapy of tuberculous stenoses 
of the bowel and reports the cases he has operated 
upon during the past sixteen years. Of 19 cases of 
stricture of the small bowel 2 were complicated by 
tuberculosis of the cecum. In one of these cases an 
acute ileus (volvulus) with six separate strictures of 
the small bowel had persisted for eight days. This 
patient died. The bowel was resected in 15 cases 
and in 6 the length of the resected portion was 
greater than 1 mm. 

Of 18 patients with chronic tuberculosis of the 
small intestine without ileus, 85 per cent recovered 
and 3 died. Resection for ileocecal tuberculosis 
in 26 cases was followed by recovery in 20 cases 
and death in 6. In 31 cases of cecal tuberculosis 
the unilateral exclusion of the. bowel with anastomo- 
sis of the small and large intestines was performed. 
A recovery resulted in 29 cases and death in 2, the 
mortality being therefore 6.5 per cent. In 9 cases 
only an exploratory laparotomy was done and there 
were no operative deaths. 

The end-results in 85 cases were an operative 
cure in 83 per cent and death in 17 per cent. In 
the non-complicated cases of chronic tuberculous 
stenoses of the bowel an operative cure was ob- 
tained in per cent. (Z). 


Davison, C.: Intermittent Obstruction Due to 
—_— Surg., Gynec. & Obst., 1921, xxxii, 
184. 

When gastroptosis is so marked that it angulates 
the first portion of the duodenum, temporary ob- 
struction may result. The second portion of the 
duodenum is the most fixed point over which angu- 
lation of the first portion may occur. 

The clinical history includes the usual symptoms 
of viceroptosis, but usually the debility and emacia- 
tion are greater. Attacks of temporary obstruction 
of apparently the upper intestine occur at intervals 
varying from a few hours to several days. During 
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such attacks there is paroxysmal pain in the epi- 
gastrium. Vomiting of stomach contents and 
regurgitation of bile occur. The vomitus sometimes 
contains blood. Generally constipation is present. 
The attacks usually subside after free emesis. 

As a rule the Ewald test meal shows high acidity 
and the absence of lactic acid, Boas-Oppler bacilli, 
and sarcine. Occasionally it shows blood and bile. 
There is usually a slight leucocytosis. 

The logica! treatment of obstruction is the re- 
moval of the cause if possible; failing this, a visceral 
anastomosis should be made to pass the obstruction. 
Some of the methods suggested to support the stom- 
ach so that the duodenum cannot kink on itself would 
seem to be ideal, but are not sufficient. Posterior 
gastro-enterostomy appears to be necessary when the 
gastroptosis produces intermittent obstruction. 

Two cases are reported. In one, that of a woman 
42 years of age, the roentgenoscopic examination 
showed an enlarged stomach prolapsed into the 
pelvis, good peristalsis of the stomach, but little or 
no filling of the duodenum. 

Posterior gastro-enterostomy was performed and 
three years after the operation the patient was in good 
health and had gained 110 lb. A roentgenogram 
at this time showed the stomach well out of the 
pelvis and emptying rapidly through the gastro- 
enterostomy but not through the duodenum. 

Also in the second case, that of a man aged 44. the 
roentgenogram showed a large stomach prolapsed 
into the pelvis and no filling defect of the duodenum. 

A posterior gastro-enterostomy was performed. 
Five years later the patient was free from symptoms 
and had gained 64 lb. Roentgenoscopic examina- 
tion showed the stomach emptying rapidly through 
both the gastro-enterostomy and the duodenum. 

M. I. Matoney. 


Gallo, A. G.: Intestinal Obstruction Due to 
Biliary Calculi (Obstruccion intestinal por cal- 
culos biliares). Semana méd., 1920, xxvii, 854. 


Gall-stones causing intestinal obstruction have 
been found in only three cases. Two of the patients 
were women 75 and 65 years of age respectively, and 
one, a man 55 years of age. In two cases the ob- 
struction was produced by a single stone, while in 
the third it was due to one large stone and several 
smaller calculi. 

Gall-stones of sufficient size to produce intestinal 
obstruction usually reach the bowel by ulceration 
instead of passing through the common duct. Asa 
result of the chronic cholecystitis, peritoneal adhe- 
sions to the surrounding structures are formed, 
especially to the duodenum because of its closer 
location. In one case an ulcerated opening 3 cm. 
in diameter connected the gall-bladder with the 
second portion of the duodenum. In the second 
case no vesico-intestinal fistula could be found. In 
the third case the patient’s condition was too grave 
to permit exploration. 

As a result of the mechanical action of the gall- 
stones and the influence of the septic contents of 


the gall-bladder, necrosis of the partition separating 
the gall-bladder and intestinal lumina forms a 
fistula of large size. Such a fistula may connect the 
gall-bladder with the hepatic flexure of the colon. 

The mechanism of the ileus is not entirely that 
of impaction, but also that of spasm of the intestinal 
wall. Therefore stones of smaller size than the 
intestinal lumen may cause obstruction. Spasm 
may persist even after the removal of the calculus. 

Symptoms of a violent cholecystitis with acute 
colic, syncope, and sometimes melena or hemateme- 
sis usually indicate the passage of the stone into the 
digestive tract. If intestinal obstruction results, 
there is an acute onset of vomiting, hiccough, and 
suppression of feces and flatus. Pain is at first 
diffuse but later has a tendency to localize, usually 
in the right flank where it is often confused with 
appendicular colic. Vomiting is at first reflex, but 
later becomes mechanical. Still later there may be 
violent contractions of the intestinal loops which 
usually produce visible peristalsis. The pain then 
increases and the vomiting becomes fecal! in char- 
acter. Later there is severe toxemia manifested by 
tachycardia, hypotension, dyspnoea, and severe 
general prostration. Necrosis and gangrene of the 
affected portion of the bowel may follow and lead 
to diffuse peritonitis from perforation. 

In the treatment the lower bowel should be evacu- 
ated with oil enemas. Dehydration should be com- 
batted with injections of saline, rectal instillations, 
and gastric lavage. The condition may return to 
normal after three or four days but operation should 
not be delayed and when possible should be per- 
formed under local anesthesia. W. R. MEEKER. 


Schlesinger, E.: The Clinical Significance of 
Epigastric Diverticulum of the Small Intestine 
as Shown by the Roentgen Rays (Das epigas- 
trale Duenndarmdivertikel im Roentgenbild und 
seine klinische Bedeutung). Med. Klin., 1920, xvi, 
1256. 

In examining a stomach by means of a bismuth 
meal for suspected ulcer Schlesinger found a solitary 
almond-shaped shadow in the intermediate layer 
which was covered by an air bubble. The shadow 
lay mesial to the lesser curvature and there was no 
constriction in the greater curvature. A similar 
phenomenon was observed once before by the 
author and twice by de Quervain, but has not been 
explained. Akelund also reported a case in which 
he saw a shadow of this type, but considerably 
larger, lying beside the stomach silhouette. The 
meal, after going through the duodenum, passed 
into the diverticulum. Nothing was found to 
account for the X-ray picture at operation, but 
autopsy showed a diverticulum in the upper part 
of the jejunum. In Shelsinger’s case the diverti- 
culum filled only after the meal had passed the 
pylorus; he was able to follow the meal through the 
duodenum into it. The diverticulum became filled 
to different degrees as the patient’s position was 
changed. By suitable projection Schlesinger suc- 


ceeded in separating the diverticulum shadow from 
that of the stomach. Clinically the symptoms were 
those of stomach ulcer. 

The author believes that the diverticulum did 
not cause the symptoms from which the patient 
suffered but that it was the starting point of 
injuries which increased the tendency to ulcer 
formation and led to the formation of adhesions. 
The presence of a diverticulum alone is not an 
indication for operation; the treatment should be 
adapted to whatever other condition is associated 
with it. HAGEMANN (Z). 


Leveuf, J.: Chronic Occlusion of the Duodenum 
Due to Mesenteric Compression (L’occlusion 
chronique du duodénum par compression mésen- 
terique). Rev. de chir., Par., 1920, lviii, 616. 


Leveuf has made an analytical study of the 
reported cases of duodenal occlusion due to mesen- 
teric compression.” This study shows undoubtedly 
that the cases are of two types. In one, the stomach 
is either not dilated at all or only slightly dilated, 
while in the second type gastric dilatation may be 
very formidable. It would be interesting to know 
the condition of the pylorus in both types. When a 
gigantic duodenum is found with a normal stomach 
it is evident that the pyloric sphincter has preserved 
its tonicity. Codman has reported pyloric incon- 
tinence, and Stavely, one case in which the stomach 
and duodenum were both dilated and the pylorus 
admitted four fingers. More than one-half of the 
cases of chronic duodenal obstruction due to 
mesenteric compression have their origin in some 
congenital malformation, mobility of the right 
colon being perhaps the most frequent cause. The 
other cases are secondary to a dilatation of the 
stomach which as a rule is associated with ptosis or 
acrophagia. In all, the development of the intestine 
has been arrested. Corresponding to both chronic 
types there are acute forms and a variety of inter- 
mediate clinical forms. 

With regard to the treatment Leveuf makes the 
following statements: 

1. Operation should not be resorted to until 
medical measures have failed. 

2. Ifa congenital abnormal mobility of the colon 
is discovered, a colopexy and a duodenojejunostomy 
should be done. 

3. If there is no mobility of the colon only a 
duodenojejunostomy is indicated. 

The author gives the histories of 28 cases reported 
in the literature and 2 of his own. 

W. A. BRENNAN. 


Terry, W. I., and Mugler, F. R.: Diverticula of the 
Jejunum. Arch. Surg., 1921, ii, 347. 


A search of the literature has revealed only 19 
cases of jejunal diverticula. It is known that 
diverticula may occur in any part of the intestinal 
tract, and that they are most frequent in the colon, 
less frequent in the ileum and duodenum, and least 
frequent in the jejunum and rectum. 
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Diverticula are classified as congenital and 
acquired, true and false. In true diverticula all of 
the intestinal coats are present, whereas the false 
type consist of hernial protrusions of the mucosa 
through the muscularis which carry the serosa as a 
covering. The congenital diverticula are usually 
true, and the acquired are usually false diverticula, 
but exceptions to this rule have been found. The 
most common congenital diverticulum is Meckel’s 
diverticulum. This is usually found on the convex 
surface of the lower ileum, whereas the majority of 
the other diverticula appear near the mesenteric 
border or between the layers of mesentery. The 
condition responsible for acquired diverticula on the 
concave surface of the intestine is probably the 
weakening of the walls by the penetration of the 
blood vessels at the mesenteric border. 

The fact that the jejunum is less subject to di- 
verticula than the ileum is probably due to the fluid 
content, thicker wall, and larger lumen of the for- 
mer. One case is reported. I. W. Bacu. 


Burrows, W. F., and Burrows, E. C.: A Colostomy 
Operation. J. Am. M. Ass., 1921, |xxvi, 647. 


The incision for this colostomy is made through 
the skin, the subcutaneous tissue, and the anterior 
rectus sheath near the outer border of the left 
rectus muscle. It passes between the parallel 
fibers of the rectus muscle at about its outer third. 
It is 3 in. long and its upper extremity is at the level 
of the navel. A subcutaneous channel is then made 
on the anterior rectus sheath, extending from the 
primary incision downward and inward to about 
midway between the pubis and umbilicus, where a 
vertical skin incision 11% in. long opens into it. 

Through the abdominal incision the sigmoid is 
sought and its proximal and distal segments are 
distinguished. It is brought through the rectus 
muscle with the proximal segment less redundant 
than the distal. Both segments of sigmoid are 
brought through the rectus muscle and through the 
subcutaneous channel. The peritoneal and muscle 
tissues are sutured above and below the exit of the 
bowel, and the latter is fastened with two silk 
sutures to the anterior sheath of the rectus. The 
skin incision is then closed. 

Thereafter a special pressure apparatus is fitted 
with an opening over the colostomy and a small 
detachable rubber bag is supplied to collect any 
contents which may escape during the day. The 
belt part of the apparatus which passes around the 
pelvis is tightened as necessary and pressure is 
thereby exerted on the subcutaneous portion of the 
bowel. M. H. Kaun. 


Hollenbach, F.: Pseudo-Appendicitis Caused by 
Tuberculosis of the Mesenteric Lymph Glands 
(Pseudoappendicitis hervorgerufen durch Tuber- 
kulose der Mesenteriallymphdruesen). Deutsche 
med. Wchnschr., 1921, xlvii, 125. 


The diagnosis of tuberculosis of the mesenteric 
lymph glands is very difficult except in those cases 
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in which the large packets of glands can be felt 
through the abdominal wall. The symptoms of the 
condition are varied, sometimes resembling those 
of a gastric or duodenal ulcer, sometimes those of 
ileus. Frequently they present the picture of an 
acute or chronic appendicitis, especially when the 
glands in the ileocecal angle of the mesentery are 
involved. 

Almost without exception there are no signs in 
the intestine of a fresh or an old process. The por- 
tals of entry show such slight lesions of the mucous 
membrane that they cannot be perceived macro- 
scopically at all; moreover, the normal intestine 
may absorb tubercle bacilli without becoming in- 
fected, the visible changes appearing first in the 
mesenteric lymph glands. The results of animal 
experimentation agree with these practical findings. 

Of the cases observed by the author the picture 
was that of an acute appendicitis in 4 and that of a 
chronic appendicitis in 2. All of the patients were 
young. At operation extensive swelling of the 
lymph glands of the ileocecal mesentery was found. 
Some of the glands were calcified and beside them 
were others showing recent swelling. As there were 
no marked changes in the appendix, these changes 
could not be held responsible for the clinical symp- 
toms. All lymphomata which could be reached 
were extirpated as thoroughly as possible, the 
peritoneum being split and the glands and gland 
packets shelled out. The haemorrhage was con- 
trolled by ligation and the peritoneum closed by 
suture. As a rule the appendix also was removed. 
In the acute cases the fever and symptoms generally 
disappeared soon after the operation. In the after- 
treatment the patient was exposed to the sun at 
high altitudes. 

On the basis of these cases the author recommends 
a search for tubercular lymph glands in the ileocxcal 
mesentery in all cases showing symptoms of acute 
or chronic appendicitis in which operation does not 
reveal any pronounced changes in the appendix. 

(Z). 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Willis, A. M.: The Removal of the Gall-Bladder 
without Drainage: Further Observations. 
J. Am. M. Ass., 1921, Ixxvi, 712. 


Modern tendency is strongly opposed to the 
promiscuous use of drainage after operations on the 
pelvic or lower abdominal organs as it serves as a 
pathway for the entrance of infection, weakens the 
abdominal wall, protracts the convalescence, and 
promotes the formation of adhesions. 

In cases of experimental peritonitis in dogs in 
which drainage was used a walling-up of the drain 
occurred within a few hours and seemed to prevent 
the drain from removing any of the peritoneal 
exudate. On the other hand, the cases in which 
closure was effected without drainage progressed 
fully as well as those in which drainage was used. 


The arguments urged in favor of drainage or 
packing after cholecystectomy are that when there 
is persistent oozing of blood it might be unsafe to 
close without drainage and that infectious and 
other noxious material should be removed. In the 
author’s opinion a dry pack left in for a short time 
effectually checks the oozing. In regard to the 
second argument he states that bile in the peritoneal 
cavity, unless present in enormous amounts, does 
not seem to endanger life, and that as a rule the 
greatest injury it may bring about is the formation 
of very dense adhesions. 

The conclusion reached is that the omission of 
drainage after cholecystectomy is a perfectly safe 
procedure and the results obtained in such cases 
are distinctly superior to those following the older 
method of packing or draining with gauze. 

I. W. Bacu. 


Balfour, D. C.: The Technique of Hepaticoduo- 
denostomy. Ann. Surg., 1921, |xxiii, 343. 


The more common conditions giving rise to the 
necessity for reconstructive surgery of the bile pas- 
sages may be classified as follows: 

1. New growths, malignant or benign, usually 
occurring as duct carcinoma or cyst; stricture or 
rupture of some portion of the tract usually due to 
pressure or the passage of a gall-stone. 

2. Injuries to the ducts during operation, such as 
stricture due to crushing or ligation; division or 
resection of a portion of the duct. 

The number of cases of the first group is relatively 
small. The second group is of unusual importance 
because such injuries are by no means few, they 
occur most often during the operation of cholecystec- 
tomy, and are avoidable. 

The failure to identify the common duct is the 
most common cause of such injuries. In the occa- 
sional cases of cholecystectomy in which there is 
difficulty in securing good exposure the liver is 
drawn downward and toward the median line and 
separated with a spatula from the abdominal wall. 
A gauze compress is placed between the superior 
right lobe of the liver and the chest wall just behind 
the hepatic duct. When traction is made on the 
gall-bladder the region of the hepatic and common 
ducts is well exposed. Occasionally it is advisable 
to remove the gall-gladder from without inward or 
after emptying it to split it longitudinally down to 
the opening of the cystic duct. : 

The second most common cause of injury is active 
hemorrhage from the cystic artery or some anom- 
alous branch of the hepatic artery. Blindly grasping 
for the retracted artery has not infrequently re- 
sulted in a crushed common or hepatic duct. The 
various anatomical anomalies of the bile ducts and 
related blood vessels are mentioned as a contribut- 
ing cause. 

The most common injury is the division or resec- 
tion of the common or hepatic duct. The author 
reports a case in which 2 cm. of the hepatic duct was 
resected during a cholecystectomy performed under 
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the most favorable circumstances. Fortunately the 

accident was recognized at the time and an anasto- 
mosis was made over a T-tube. The T-tube was 
removed in three weeks. A perfect functional result 
has lasted more than five years. The anastomosis 
can be made over a straight tube or, when the duct 
is large, without a tube. The point emphasized is 
the importance of realizing that an injury has 
occurred and repairing the damage immediately. 

In some cases reconstruction of the damaged bile 
tract can be accomplished by one of the many 
methods which have been described. On the other 
hand, the damage may be so great or of such a 
character as to necessitate the implantation of the 
hepatic duct into the duodenum. This operation 
has given the best results even in the most hazardous 
cases. 

The technique of gastroduodenostomy is described 
as follows: 

The cut hepatic duct and duodenum are located 
by the most careful dissection in the mass of adhe- 
sions which have developed around the stump of 
the hepatic duct. Operators are warned against 
the danger of opening the portal vein. It is advis- 
able, before any doubtful channel is opened, to use 
a fine aspirating needle with a glass-barrel syringe. 

A slightly curved flap is dissected out of the entire 
thickness of the duodenal wall over an area which 
will leave an opening into the duodenum about 
2 cm. in diameter. The duodenal flap is then 
approximated to the posterior and lateral aspects 
of the stump of the hepatic duct in such a manner 
as to permit a mucomucous union of the posterior 
half of the circumference of the duct. The remain- 
ing free margins of the opening in the duodenum 
are sutured to the capsule of the liver just above 
the end of the hepatic duct by continuous catgut 
sutures so that the opening in the duodenum not 
occupied by the end of the hepatic duct is effectually 
closed. The omentum is used to surround the 
anastomosed area. Two small strips of rubber 
tissue may be introduced. 

Attention is called to the necessity for a large 
opening in the duodenum. The procedure described, 
with a mucomucous union for two-thirds or at least 
one-half the circumference of the stump of the 
hepatic duct and the suturing of the opening in the 
duodenum to the liver, allows for contraction and 
obviates the danger of secondary stricture. 

F. R. SANDERSON. 


Deaver, J. B.: Pancreatitis. Surg. Clin. N. Am., 
1921, i, 1. 

The pancreas generally becomes involved through 
some peripancreatic disturbance. 

The embryology, gross and microscopic anatomy, 
relations to other structures, blood supply, lym- 
Phatics, physiology, and nerve supply of the 
pancreas are described in detail. 

The abundant arterial supply (five sources) 
protects this organ against gangrene from occlusion. 
The rich lymphatic system and free communication 
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of lymph vessels is of importance in giving rise to the 
condition known as pancreatic lymphangitis. 

It is the pancreatic ferments which are active 
factors in producing certain diseases of the pancreas, 
particularly fat and hemorrhagic necrosis. The 
tests for these ferments, both indirect and direct, 
are given in the article. 

The theories of the pathogenesis of pancreatic 
disease ascribing the condition to injury to the 
pancreatic tissues and activation of the pancreatic 
juice within the gland are applicable to certain cases. 
There is a large class of cases, however, in which an 
infective process seems to play the chief part. This 
has been borne out by the observation made at the 
operating table that most cases of chronic and 
subacute pancreatitis are associated with infections 
of the biliary tract and not a few with peptic ulcer or 
some other lesion of the gastro-intestinal tract which 
produces retroperitoneal inflammation. The 
problem in these cases, therefore, is reduced to the 
discovery of the route of the infection. 

Deaver and Pfeiffer claim this infection occurs by 
way of the lymphatics, the sequence of conditions 
being cholecystitis, lymphangitis, lymphadenitis in 
the gastrohepatic omentum along the course of the 
cystic duct and the common duct, peripancreatic 
lymphadenitis. and pancreatic lyvmphangitis. There- 
fore the rational therapy is treatment of the primary 
focus of infection. 

The toxemia of acute pancreatitis is assumed to 
be due to the toxic derivatives of the action of tryp- 
sin on protein material. 

Acute pancreatitis is not limited to the conditions 
associated with fat necrosis and hemorrhage but 
may occur as a simple non-suppurative inflamma- 
tion characterized by swelling, oedema, and possibly 
tenderness at the site of the pancreas. 

The possibility of a hematogenous infection has 
been demonstrated. Deaver has seen three cases of 
primary suppurative pancreatitis, one at operation 
and two at postmortem examination. 

Hemorrhagic pancreatitis has been artificially 
produced in various ways. In very severe cases 
serosanguineous exudate (the typical beef-broth 
fluid of pancreatitis) is usually found in the peri- 
toneal cavity. Closely allied to this type is gan- 
grenous pancreatitis. The combination of the 
initial trauma and ferment activity leads to the 
death and sloughing of a more or less extensive 
amount of tissue. The prognosis depends on the 

extent of the process. A natural sequence of 
gangrene is suppuration of the pancreas, that is, 
secondary suppurative pancreatitis as distinguished 
from primary abscess within the gland. General 
peritonitis may result, but the pus tends to localize. 

Of all acute abdominal seizures, pancreatitis 
probably is the most agonizing and at the same time 
is probably more rarely diagnosed before operation 
than any of the other acute abdominal conditions. 
The difficulties of diagnosis are due to its com- 
parative infrequency, the absence of a definite 
pathognomonic sign or symptom, its frequent 
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association with other abdominal lesions, and the 
patient’s desperate condition which, particularly in 
the ultra-acute case, makes operation imperative 
without the formality of a diagnosis. 

Deaver deals with the various symptoms and 
diagnostic points in detail. The symptoms which 
distinguish pancreatitis from other conditions may 
be briefly summarized as sudden, overwhelming 
pain in an apparently healthy and usually an obese 
person, incessant vomiting, subnormal temperature, 
weak pulse, upper abdominal distention, transverse 
resistance not easily elicited, collapse, a peculiar 
cyanosis, and a tumor in the epigastric region or a 
mass in the loin. 

Recovery from acute pancreatitis without opera- 
tion is not unknown but the prognosis is much better 
with operation. Instant drainage of the pancreas is 
the procedure indicated. Resection of the pancreas 
is not as yet a practical measure. 

In a series of 18 cases of acute pancreatitis, gall- 
stones were found in 15. In 11 cases the gall-bladder 
was drained (with 3 deaths) and in 2 the gall-bladder 
and one common bile-duct were drained, both 
patients recovering. In 4, the operation was limited 
to the pancreas, the bile passages being untouched; 
3 of these patients recovered and 1 died. One 
patient died on the operating table before any 
operation could be undertaken. Other associated 
conditions, such as duodenal ulcer or duodenitis, are 
not considered in the article. The essential factor 
in the treatment is the drainage of the toxins away 
from the pancreas. Pancreatotomy is beneficial also 
because it relieves the tension. 

The approach to the organ may be either trans- 
peritoneal or extraperitoneal through a loin incision. 
The former is the method of choice in beginning 
pancreatitis and when the diagnosis is doubtful. 

Too large an incision in the pancreas presents the 
risk of hemorrhage difficult to control. Scarification 
of the peritoneum over the gland should be sufficient 
to permit the contact of gauze drainage with the 
surface. A few blunt punctures of the pancreas may 
be of value in opening up the ducts and providing 
an outlet for the secretion. Free drainage should be 
instituted by means of gauze and tubes. Both of 
these should be surrounded by a sheet of rubber dam 
to reduce the chance of the formations of adhesions 
to the stomach and intestines and to render the 
subsequent removal of the gauze less painful. Free 
fluid in the peritoneal cavity must be removed as 
far as possible by gentle wiping and by means of a 
glass tube inserted in the pelvis through a stab 
wound above the pubis. 

The gauze drainage should be left in until it 
comes away almost of itself. Too early removal may 
cause bleeding, thrombosis, and spreading infection. 

One of the most troublesome postoperative 


effects of drainage in acute pancreatitis is the 
formation of sinuses. The skin must be protected 
from the ferments by means of a bland ointment. 
A strict anti-diabetic diet is advisable and has been 
found useful in promoting healing. 


Chronic pancreatitis has the same lack of a 
definite syndrome and entirely reliable clinical 
tests as acute pancreatitis. It is generally con- 
sidered as having two chief forms. One form involves 
the interlobular septa and the parenchyma of 
external secretion while the other attacks mainly the 
islands of Langerhans and to a degree the secretory 
tubules and interlobular structures. The latter is the 
type associated with defective carbohydrate meta- 
bolism which in pronounced cases develops into 
diabetes. Interlobular pancreatitis, on the other 
hand, is characterized by digestive disturbances. 

The roéle of disease of the lymphatics about the 
pancreas as the first stage of pancreatitis has led to 
the following classification of chronic pancreatitis: 
chronic lymphangitic pancreatitis; chronic inter- 
lobular pancreatitis; and chronic interacinar pan- 
creatitis. The last two are the end-results of a 
pancreatitis. 

Infection by way of the lymphatics plays the most 
prominent part in the etiology of pancreatitis. 
Other causes lie in the blood-stream, the ducts, 
direct contiguity, and trauma. 

If the infection were carried by way of the duct 
system a diffuse pancreatitis affecting the entire 
gland might be expected, but at operation it is found 
that in most instances chronic pancreatitis is most 
frequently associated with inflammation of some 
other abdominal viscus and that the diseased part 
of the gland, the head, is the part which has a free 
lymphatic relationship with the affected viscus. 
The part of the head of the pancreas most often 
diseased is the area between the ducts of Wirsung 
and of Santorini. 

Obstruction plays a very minor réle in the more 
common chronic pancreatitis seen at operation. 

Chronic pancreatitis is more common in the male 
sex (58 per cent in Deaver’s cases). Most of those 
so affected are in the third, four.h, or fifth decade of 
life. 

The symptoms of chronic pancreatitis in order of 
frequency as found in 30 cases at the Lankenau 
Hospital of Philadelphia were recurrent attacks of 
acute severe pain in the epigastrium and the left 
costal margin, jaundice, flatulency, vomiting. a 
history of indigestion, colicky pain, and indigestion 
between attacks. Gastric analysis showed sub- 
normal acidity in about 84 per cent of the cases in 
which the analysis was made. Glycosuria was 
present in about 7 per cent. 

The diagnosis of chronic pancreatitis rests mainly 
on the history and the physical and clinical signs. 
In the majority of cases exploration alone will decide. 

At operation it is difficult to distinguish between 
an advanced induration pancreatitis and malig- 
nancy of the head of the pancreas. Deaver states 
that the differentiation is rarely, if ever, possible. In 
doubtful cases the patient should be given the 
benefit of the doubt by draining the bile externally 
or into the duodenum, stomach, or intestines. 

Preventive treatment is of importance. Once the 
diagnosis is made, delaying operation is dangerous 
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in view of the irremediable changes which may 
take place. 

No promising method of attacking the organ 
directly having been devised as yet, the surgical 
treatment of chronic pancreatitis becomes a question 
of the best treatment of the pathology of the biliary 
tract encountered at operation. 

Prolonged drainage for the cure of pancreatitis 
acts in two ways. By removing infection it gives the 
pancreas a chance to throw off inflammation, and 
by relieving the pressure within the ducts it gives it 
a chance to recover. Drainage is obtained exter- 
nally by draining the biliary tract, and internally by 
cholecystenterostomy or choledochoduodenostomy. 

Peptic ulcer if present should also be treated, 
preferably by excision. 

The possibility of operating upon the pancreas 
directly has been demonstrated experimentally 
but as yet it is of academic interest rather than of 
clinical value. 

The practical value of a limited study of this kind 
consists in its emphasis on the importance of the 
pancreas as a digestive organ and the necessity of 
considering it in the diagnosis and treatment of 
upper abdominal disease. It calls attention also to 
the etiological relationship between disease of 
adjacent viscera and pancreatitis and the possibility 
of preventing the development of pancreatitis by 
early attention to these conditions. 


Five case histories are given. C. R. STEINKE. 


Stuart, M. C.: Injuries of the Pancreas, with a 
Report of a Single Case of Subcutaneous 
Injury. Northwest Med., 1921, xxi, 58. 


A brief review of the literature on injuries to the 
pancreas is given with a bibliography and a few 
notes regarding the cases, including the cause, the 
treatment, and the result. 

Stuart’s case was that of a woman 41 years of age 
whose epigastrium was pressed sharply against 
an automobile steering-wheel. Dyspnoea, vomiting, 
and severe abdominal pain were the chief symptoms. 
No marked rigidity and no other evidence of injury 
to the parietes was noted. There was not much 
alteration in the temperature, pulse, or respiration. 

Exploratory operation was performed twenty-three 
hours after the injury. The omentum, mesentery, 
and parietal peritoneum showed a number of 
disseminated characteristic sulphur-yellow spots of 
fat necrosis. When an opening was made through 
the gastrohepatic ligament about 8 oz. of a brownish 
blood-tinged fluid were found and sponged out. The 
entire pancreas was swollen, congested, and soft. 
The peritoneum covering the body of the pancreas 
was abraded at several points and the brownish 
serosanguinous fluid appeared to come from this 
Piatti No evidence of injury to other viscera was 
ound. 

Two cigarette drains were placed in contact with 
the body of the pancreas and one in contact with 
its head and brought out of the abdomen through 
a stab wound in the right flank. The median in- 


cision was closed in the usual manner. The patient 
was discharged from the hospital thirty-five days 
after the injury as cured. Two and one-half years 
later she was in perfect health. C. R. STEINKE. 


MISCELLANEOUS 


Rabinowitch, I. M.: The Prognostic Value of the 
Study of the Blood Chemistry in the Acute 
Abdomen; Preliminary Report. Canadian 
M. Ass. J., 1921, xi, 163. 

Conclusions drawn from a small number of cases 
are as follows: 

1. In intestinal obstruction, whether mechanical 
or adynamic, in acute general peritonitis, and in 
acute pancreatitis, the blood-urea nitrogen rises 
above the normal in spite of normal kidney function. 

2. This rise in the blood urea is therefore due to 
increased tissue destruction and is not the result of 
defective kidney elimination. 

3. The tissue destruction is due probably to the 
toxic effect of a proteose absorbed. 

4. The maintenance of a high blood-urea nitro- 
gen in the presence of good kidney function is 
indicative of an unfavorable prognosis in spite of 
the amelioration of the clinical symptoms. 

I. W. Baca. 


Fagge, C. H.: Subphrenic Abscess. Lancet, 1921, cc, 
571. 

Subphrenic abscess is now believed to be due to 
gastric or duodenal ulceration in 80 per cent of the 
cases. Previous to the last decade the appendix was 
held responsible in 50 per cent. The change in the 
theories as to the cause is due to the early recognition 
of, and operation for, appendicitis. Practically all 
subphrenic abscesses are intraperitoneal if we 
exclude a few due to gunshot wounds in the retro- 
peritoneal tissues or to extensions from the liver or 
other abscesses through the non-peritoneal surface. 

Two types of subphrenic abscess are recognized. 
In one the onset may be acute, the result of the 
subacute or chronic perforation of a hollow viscus. 
Because of the previous localized peritonitis and 
adhesions, the neighborhood of the base of the ulcer 
is walled off. Either by perforation or extension of 
infection through the wall of the viscus an abscess 
forms, which at first is limited to adjacent organs. 
As it enlarges it points on the abdominal wall. 

The second type of subphrenic abscess is found as 
a complication following operation usually for an 
upper abdominal lesion. These are more insidious in 
onset and difficult to diagnose. 

An important factor in the diagnosis is the history, 
especially a history of ulcer symptoms and intra- 
abdominal infection. The initial symptom is pain 
which is usually localized to the spot where pus is 
found later. Vomiting and, more often, hiccough 
occur. Among the general symptoms are septic 
temperature, rapid pulse, a dirty dry tongue, in- 
creasing anemia, leucocytosis, and a muddy com- 
plexion. 
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The local signs of subphrenic abscess consist of 
local rigiditv and deep tenderness followed by dull- 
ness and swelling. If colon bacilli are present, gas 
may cause a tympanitic note or a peritoneal friction 
sound. Because of adhesions the liver dullness may 
not extend downward and the tumor may not be 
movable with respiration. The X-ray will show the 
diaphragm high and immobile on the affected side. 

Examination of the chest will reveal compression 
of the base of the lung on the affected side and later 
perhaps signs suggesting pleural effusion. The latter 
is a complication in two-thirds of the cases. 

Spontaneous rupture of the abscess may occur but 
should be prevented by operation. Under a general 
anesthetic an exploring needle should be used to 
locate the abscess definitely. The spread of the 
infection to the pleural or peritoneal cavity has not 
been noted. 


The posterior transpleural thoracic route is the 
route of choice for operation. A 3-in. section of the 
rib over the lowest point of the abscess as ascertained 
by the needle is removed. The diaphragm is incised 
but not perforated, and the upper edge is sutured 
through the parietal pleura and intercostal space to 
the upper margin of the wound. The abscess is then 
incised freely and a large rubber tube is inserted. 

In conclusion the statement is made that sub- 
phrenic abscess may not be definitely diagnosed 
until pus is found and drained and even then it may 
be difficult to determine that one is not within the 
liver and draining an amcebic abscess, an abscess 
of suppurative pylephlebitis, or even a suppurating 
hydatid cyst as the three syndromes are similar. 
Pylephlebitis is differentiated, however, by its 
greater severity, rigors, and jaundice, and a hydatid 
cyst by the fluid aspirated. Merte R. Hoon. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Meyerding, H. W.: Congenital Torticollis. J. 
Orthop. Surg., 1921, n.s. iii, gt. * 


The author believes congenital torticollis to be 
rarely met with in the general practice of medi- 
cine and surgery. From January, 1910, to October, 
IQIQ, Over 212,000 patients were examined at the 
Mayo Clinic, yet only 26 with congenital torticollis 
were examined and operated on. The average age 
of these 26 patients was 17 years. Twenty-three had 
had no previous treatment. 

The etiological factors appear to be trauma to 
the sternocleidomastoid muscle at, or preceding, 
birth, which produces ischemia and results in 
chronic interstitial myositis. The ischemia may 
result from pressure to the sternomastoid branch of 
the superior thyroid artery or from a hematoma 
into or around the sheath of the muscle affected. 
Eight of the patients whose cases are reviewed had 
been traumatized at birth, 5 by the use of forceps or 
an unusually long and difficult labor, 2 in breech 
presentation, and 1 in transverse presentation. One 
ascribed the condition to injury soon after birth. 
Seventeen gave no definite cause for the condition or 
history of trauma. Since the ages of the patients 
varied from 4 months to 28 years details with regard 
to injuries at birth in some of the cases were ex- 
tremely difficult to obtain. 

The diagnosis presented little difficulty. There 
was a painless contraction of the sternocleidomastoid 
muscle which was easily palpated and not tender 
and produced the characteristic deformity in which 
the mastoid is drawn toward the raised and narrowed 
shoulder on the side affected and the chin is forced in 
the opposite direction. 

Pott’s disease, myositis, perispondylitis, spasmodic 
torticollis, fracture of the spine, and syphilis are 
differentiated. Meyerding believes the treatment of 


congenital torticollis is surgical although some of the 
earlier cases may be benefited by manipulation. 
Surgical treatment offers a rapid, safe, and certain 
method of relief with a minimum of pain and dis- 
comfort, and is used in practically all the author’s 
cases. When scoliosis is present the spinal deformity 
is first corrected and a body cast then applied. Thus 
when the operation is performed and the contracted 
sternocleidomastoid muscles are divided, the head 
may be easily controlled and held in over-correction 
by means of a cast to the head and neck con- 
nected with the body. 

The technique of the operation is discussed and 
the end-results are reported; 18 of the 26 patients 
operated on were traced, 14 were reported cured, and 
4 much improved. Attention is called to the fact that 
the lack of early treatment leads to deformity which 
even the reposition of the head in normal balance and 
poise cannot overcome, especially if the patient’s 
full growth has been attained. It is well to have the 
patient understand this and also that if he has any 
facial deformity, it will be accentuated, at least for a 
time, and if he is an adult it will probably be per- 
manent. In children with distortion excellent 
facial recoveries are obtained. 

The technique of the operation is described and 
illustrated. 


Glass, E.: An Unusual Multilocular Cyst of the 
Forearm (Seltene multilokulaere Cyste der Haut 
am Unterarm). Zentraibl. f. Chir., 1921, xlviii, 80. 


A man of 64 had a tumor the size of an egg on the 
extensor side of the middle third of the right fore- 
arm. This growth lay just beneath the skin and 
was adherent to it, but was movable on the fascia. 
It had been growing gradually for fifteen years. It 
was found to be a cyst made up of several large 
compartments filled with tough mucus but without 
dermoid contents or hair. Its thick capsule was 
lined with a fine, delicate, flat, simple epithelium 
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which in only one place passed into a stratified 
pavement epithelium. 

As this tumor was not a bursa, a lymph cyst, a 
cystically degenerated skin tumor, or a parasitic 
cyst, it must be considered a “‘choristoma.”’ Al- 
though it had no dermoid contents or skin append- 
ages the varieties of growths which arise from 
developmental anomalies are so numerous the 
author feels warranted in classifying it as a dermoid 
cyst because of the presence of stratified pavement 
epithelium. vox TAPPEINER (Z). 


Romich, S.: Static and Dynamic Deformities of 
the Legs (Ueber statische und dynamische 
Beindeformitaeten). Zéschr. f. orthop. Chir., 1920, 
xl, 230. 

The acquired deformities of the lower extremity 
may be divided into two groups: (1) static, those 
arising from the burden of the weight of the body, 
such as coxa vara, genu valgum, and pes valgus, and 
(2) dynamic, those due to muscle traction during 
movement, such as coxa valga, genu varum, and 
pes varus. In the static deformities the skeleton 
tends to become adapted to increased static de- 
mands; pes valgus and genu valgum are types of 
adaptation in the function of standing. Pes varus, 
on the contrary, is an adaptation to the rapid 
development of the foot, while varus deformity of 
the whole leg is an increase in the capacity to bear 
burdens during motion. 

In pronounced deformities the boundaries within 
which the adaptation can be utilized are overstepped. 
Coxa vara and valga are compensatory processes. 
A decrease in the angle of the neck of the femur 
counteracts genu valgum; it is not demanded by 
static requirements. In coxa valga, genu varum, 
and pes varus the conditions are reversed. In the 
normal femur the angle of the neck is midway be- 
tween the static extreme of coxa valga and the kin- 
etic extreme of coxa vara. Analogous compensatory 
processes are shown in flat-foot and knock-knee. 
Flat-foot, when it is not carrying weight as in 
walking, is brought into the opposite position so 
long as it is not fixed. A corresponding change is 
observed in knock-knee. Koenic (Z). 


FRACTURES AND DISLOCATIONS 


Collins, A. W.: Fracture Reduction and Fixation 
with a Specially Designed Band. Arch. Surg., 
1921, ii, 354. 


The band described is made of silver or of nickel 
or copper heavily plated with silver. It is very 
thin, being of 26 standard gauge. The two cross-bars 
are twice this thickness. 

The small end of the band is bent and passed 
around the bone, beginning underneath, and then 
passed through the window in the band and into the 
instrument. Tightening the band forces the frag- 
ment into position. Extension and manipulation 
of the limb may be accomplished at this time if 
necessary. When drawn as tight as possible, the 


band is locked by pushing on the instrument which 
bends it on itself, and the screw tightening the band 
is loosened. A little lateral motion back and forth 
will then push the instrument away from the band 
so that it may be cut with a pair of heavy scissors. 
The end should be bent over. 

The conclusions drawn from its use in more 
than 100 cases of fracture are as follows: 

1. The band is more quickly applied than screw 
plates, bone grafts, kangaroo tendons, medullary 
dowels, etc. 

2. It furnishes sufficient force under easy control 
to bring the parts into apposition and is sufficiently 
strong to immobilize them. 

3. It provides asimple means of fastening without 
disturbing the tension or position of the band or 
the fragments. 

4. It adapts itself to an uneven flaring surface 
and through its use a circle of unyielding pressure 
at any one point is avoided. 

5. Its use is compatible with good callus forma- 
tion. 

6. It has no deleterious effect on growing bone; 
on the contrary, it stimulates growing bone. 

I. W. Bacu. 


Luccarelli, V.: Trans-Cutaneous Cranial Decom- 
pression in Fractures (Decompressione cranica 
transcutanea nei fratturati). Arch. ital. de chir., 
1921, iii, 165. 

In the case of a soldier with a closed cranial 
fracture the author regarded the condition as 
favorable for an attempt at decompression by 
subjecting the scalp to direct traction. He was 
convinced that the symptoms in this case were due to 
depression of the bony table alone and that there 
were no associated lesions of the brain. 

After the area had been shaved and treated with 
benzine and iodine heavy silk threads were passed 
by means of a curved needle in the zone of depres- 
sion so-that they were equidistant from each other 
and were parallel to the long axis of the body. Care 
was taken that a good tract of the periosteum was 
included in the sutures. Rolled compresses and 
gauze strips were then arranged so that independent 
conical traction could be exerted on the threads 
without interfering with their movement in pulling - 
the depressed fragments up. The author describes 
and illustrates a horseshoe-shaped hinged wooden 
apparatus and bar of wood used in obtaining trac- 
tion on the threads. 

The day after the application of traction the 
paralysis on the right side disappeared and there 
was some recovery of speech and consciousness. 
Urinary incontinence persisted, but recovery from 
all symptoms was subsequently rapid. The conical 
elevation produced by the traction on the threads 
was relaxed by degrees. The patient was discharged 
thirty days after his injury and was then in excel- 
lent condition. 

The method of exerting traction by means of 
sutures in the scalp and periosteum should be 
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The local signs of subphrenic abscess consist of 
local rigidity and deep tenderness followed by dull- 
ness and swelling. If colon bacilli are present, gas 
may cause a tympanitic note or a peritoneal friction 
sound. Because of adhesions the liver dullness may 
not extend downward and the tumor may not be 
movable with respiration. The X-ray will show the 
diaphragm high and immobile on the affected side. 

Examination of the chest will reveal compression 
of the base of the lung on the affected side and later 
perhaps signs suggesting pleural effusion. The latter 
is a complication in two-thirds of the cases. 

Spontaneous rupture of the abscess may occur but 
should be prevented by cperation. Under a general 
anesthetic an exploring needle should be used to 
locate the abscess definitely. The spread of the 
infection to the pleural or peritoneal cavity has not 
been noted. 


The posterior transpleural thoracic route is the 
route of choice for operation. A 3-in. section of the 
rib over the lowest point of the abscess as ascertained 
by the needle is removed. The diaphragm is incised 
but not perforated, and the upper edge is sutured 
through the parietal pleura and intercostal space to 
the upper margin of the wound. The abscess is then 
incised freely and a large rubber tube is inserted. 

In conclusion the statement is made that sub- 
phrenic abscess may not be definitely diagnosed 
until pus is found and drained and even then it may 
be difficult to determine that one is not within the 
liver and draining an ameebic abscess, an abscess 
of suppurative pylephlebitis, or even a suppurating 
hydatid cyst as the three syndromes are similar. 
Pylephlebitis is differentiated, however, by its 
greater severity, rigors, and jaundice, and a hydatid 
cyst by the fluid aspirated. Mer te R. Hoon. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Meyerding, H. W.: Congenital Torticollis. J. 
Orthop. Surg., 1921, n.s. iil, g1. 


The author believes congenital torticollis to be 
rarely met with in the general practice of medi- 
cine and surgery. From January, 1910, to October, 
IQIQ, OVer 212,000 patients were examined at the 
Mavo Clinic, vet only 26 with congenital torticollis 
were examined and operated on. The average age 
of these 26 patients was 17 years. Twenty-three had 
had no previous treatment. 

The etiological factors appear to be trauma to 
the sternocleidomastoid muscle at, or preceding, 
birth, which produces ischemia and results in 
chronic interstitial myositis. The ischemia may 
result from pressure to the sternomastoid branch of 
the superior thyroid artery or from a hematoma 
into or around the sheath of the muscle affected. 
Eight of the patients whose cases are reviewed had 
been traumatized at birth, 5 by the use of forceps or 
an unusually long and difficult labor, 2 in breech 
presentation, and 1 in transverse presentation. One 
ascribed the condition to injury soon after birth. 
Seventeen gave no definite cause for the condition or 
history of trauma. Since the ages of the patients 
varied from 4 months to 28 years details with regard 
to injuries at birth in some of the cases were ex- 
tremely difficult to obtain. 

The diagnosis presented little difficulty. There 
was a painless contraction of the sternocleidomastoid 
muscle which was easily palpated and not tender 
and produced the characteristic deformity in which 
the mastoid is drawn toward the raised and narrowed 
shoulder on the side affected and the chin is forced in 
the opposite direction. 

Pott’s disease, myositis, perispondylitis, spasmodic 
torticollis, fracture of the spine, and syphilis are 
differentiated. Meyerding believes the treatment of 


congenital torticollis is surgical although some of the 
earlier cases may be benefited by manipulation. 
Surgical treatment offers a rapid, safe, and certain 
method of relief with a minimum of pain and dis- 
comfort, and is used in practically all the author's 
cases. When scoliosis is present the spinal! deformity 
is first corrected and a body cast then applied. Thus 
when the operation is performed and the contracted 
sternocleidomastoid muscles are divided, the head 
may be easily controlled and held in over-correction 
by means of a cast to the head and neck con- 
nected with the body. 

The technique of the operation is discussed and 
the end-results are reported; 18 of the 26 patients 
operated on were traced, 14 were reported cured, and 
4 much improved. Attention is called to the fact that 
the lack of early treatment leads to deformity which 
even the reposition of the head in normal balance and 
poise cannot overcome, especially if the patient's 
full growth has been attained. It is well to have the 
patient understand this and also that if he has any 
facial deformity, it will be accentuated, at least for a 
time, and if he is an adult it will probably be per- 
manent. In children with distortion excellent 
facial recoveries are obtained. 

The technique of the operation is described and 
illustrated. 


Glass, E.: An Unusual Multilocular Cyst of the 
Forearm (Seltene multilokulaere Cyste der Haut 
am Unterarm). Zentraibl. f. Chir., 1921, xlviii, 80. 


A man of 64 had a tumor the size of an egg on the 
extensor side of the middle third of the right fore- 
arm. This growth lay just beneath the skin and 
was adherent to it, but was movable on the fascia. 
It had been growing gradually for fifteen years. It 
was found to be a cyst made up of several large 
compartments filled with tough mucus but without 
dermoid contents or hair. Its thick capsule was 
lined with a fine, delicate, flat, simple epithelium 
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which in only one place passed into a stratified 
pavement epithelium. 

As this tumor was not a bursa, a lymph cyst, a 
cystically degenerated skin tumor, or a parasitic 
cyst, it must be considered a “choristoma.” Al- 
though it had no dermoid contents or skin append- 
ages the varieties of growths which arise from 
developmental anomalies are so numerous the 
author feels warranted in classifying it as a dermoid 
cyst because of the presence of stratified pavement 
epithelium. vow TAPPEINER (Z). 


Romich, S.: Static and Dynamic Deformities of 
the (Ueber statische und dynamische 
Beindeformitaeten). Zéschr. f. orthop. Chir., 1920, 
xl, 230. 

The acquired deformities of the lower extremity 
may be divided into two groups: (1) static, those 
arising from the burden of the weight of the body, 
such as coxa vara, genu valgum, and pes valgus, and 
(2) dynamic, those due to muscle traction during 
movement, such as coxa valga, genu varum, and 
pes varus. In the static deformities the skeleton 
tends to become adapted to increased static de- 
mands; pes valgus and genu valgum are types of 
adaptation in the function of standing. Pes varus, 
on the contrary, is an adaptation to the rapid 
development of the foot, while varus deformity of 
the whole leg is an increase in the capacity to bear 
burdens during motion. 

In pronounced deformities the boundaries within 
which the adaptation can be utilized are overstepped. 
Coxa vara and valga are compensatory processes. 
A decrease in the angle of the neck of the femur 
counteracts genu valgum; it is not demanded by 
static requirements. In coxa valga, genu varum, 
and pes varus the conditions are reversed. In the 
normal femur the angle of the neck is midway be- 
tween the static extreme of coxa valga and the kin- 
etic extreme of coxa vara. Analogous compensatory 
processes are shown in flat-foot and knock-knee. 
Flat-foot, when it is not carrying weight as in 
walking, is brought into the opposite position so 
long as it is not fixed. A corresponding change is 
observed in knock-knee. Koenic (Z). 


FRACTURES AND DISLOCATIONS 


Collins, A. W.: Fracture Reduction and Fixation 
with a Specially Designed Band. Arch. Surg., 
1921, ii, 354. 

The band described is made of silver or of nickel 
or copper heavily plated with silver. It is very 
thin, being of 26 standard gauge. The two cross-bars 
are twice this thickness. 

The small end of the band is bent and passed 
around the bone, beginning underneath, and then 
passed through the window in the band and into the 
instrument. Tightening the band forces the frag- 
ment into position. Extension and manipulation 
of the limb may be accomplished at this time if 
necessary. When drawn as tight as possible, the 


band is locked by pushing on the instrument which 
bends it on itself, and the screw tightening the band 
is loosened. A little lateral motion back and forth 
will then push the instrument away from the band 
so that it may be cut with a pair of heavy scissors. 
The end should be bent over. 

The conclusions drawn from its use in more 
than roo cases of fracture are as follows: 

1. The band is more quickly applied than screw 
plates, bone grafts, kangaroo tendons, medullary 
dowels, etc. 

2. It furnishes sufficient force under easy control 
to bring the parts into apposition and is sufficiently 
strong to immobilize them. 

3. It provides a simple means of fastening without 
disturbing the tension or position of the band or 
the fragments. 

4. It adapts itself to an uneven flaring surface 
and through its use a circle of unyielding pressure 
at any one point is avoided. 

5. Its use is compatible with good callus forma- 
tion. 

6. It has no deleterious effect on growing bone; 
on the contrary, it stimulates growing bone. 

I. W. Bacu. 


Luccarelli, V.: Trans-Cutaneous Cranial Decom- 
pression in Fractures (Decompressione cranica 
transcutanea nei fratturati). Arch. ital. de chir., 
1921, iii, 165. 

In the case of a soldier with a closed cranial 
fracture the author regarded the condition as 
favorable for an attempt at decompression by 
subjecting the scalp to direct traction. He was 
convinced that the symptoms in this case were due to 
depression of the bony table alone and that there 
were no associated lesions of the brain. 

After the area had been shaved and treated with 
benzine and iodine heavy silk threads were passed 
by means of a curved needle in the zone of depres- 
sion so-that they were equidistant from each other 
and were parallel to the long axis of the body. Care 
was taken that a good tract of the periosteum was 
included in the sutures. Rolled compresses and 
gauze strips were then arranged so that independent 
conical traction could be exerted on the threads 
without interfering with their movement in pulling 
the depressed fragments up. The author describes 
and illustrates a horseshoe-shaped hinged wooden 
apparatus and bar of wood used in obtaining trac- 
tion on the threads. 

The day after the application of traction the 
paralysis on the right side disappeared and there 
was some recovery of speech and consciousness. 
Urinary incontinence persisted, but recovery from 
all symptoms was subsequently rapid. The conical 
elevation produced by the traction on the threads 
was relaxed by degrees. The patient was discharged 
thirty days after his injury and was then in excel- 
lent condition. 

The method of exerting traction by means of 
sutures in the scalp and periosteum should be 
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reserged for cases of closed cranial fracture in which 
the Dony fragments are mobile and it is clear that 
the clinical phenomena are not due to brain lesions. 
In such cases it constitutes a very rapid method of 
effecting decompression without the addition of 
operative trauma to the injury already present. 
Moreover, it does not interfere with a subsequent 
craniotomy or other operation if such is found 
necessary. W. A. BRENNAN. 


Golden, W. W.: Dislocation of the Semilunar 
Bone: Report of Case in Which Reduction 
Was Successful. J. Am. M. Ass., 1921, Ixxvi. 446. 


The case reported was that of a man, aged 37, 
who was thrown out of an automobile. At the time 
of the examination a few hours later he was suffering 
agonizing pain in the entire left upper extremity. 
This was most intense in the region of the left 
shoulder and at the wrist. Physical and X-ray 
examination of the shoulder proved the absence of 
any injury in that region. The wrist was swollen 
and ,exquisitely tender, and presented a small 
swelling on its anterior aspect. A roentgenogram 
revealed complete dislocation of the semilunar 
bone to the anterior aspect of the lower end of the 
radius. In this change of position it had been twisted 
about 225 degrees, the anterior end acting as the 
fulcrum. 

The first attempt at reduction brought the bone 
nearly into its normal position as far as its relation 
to the radius was concerned, but failed to re- 
establish its normal relation to the os magnum. To 
accomplish this a second attempt was necessary. A 
roentgenogram taken nine months after the acci- 
dent disclosed virtually complete restoration of the 
normal relations of the carpal bones to one another 
and to the radius. Immediately after the reduction 
the severe pain in the upper extremity was entirely 
relieved. Some soreness at the wrist persisted for 
a while and for a longer time there was slight 
numbness of the fingers supplied by the median 
nerve. It is evident that the bone in its false posi- 
tion damaged the median nerve by stretching it. 
The nerve symptoms gradually disappeared. The 
function of the wrist improved continuously under 
heat and passive motion. Ten months after the 
injury function was normal. 

MarcGaret I. MALoney. 


Lorenz, A.: So-Called Congenital Dislocation 
of the Hip; Its Pathology and Treatment 
(Die sogenannte angeborene Hueftverrenkung, 
ihre Pathologie und Therapie). Stuttgart: Enke, 
1920. 


Lorenz believes that dislocation of the hip, aside 
from teratological malformations, is not con- 
genital as a rule, but is an acquired static deformity 
which was one of the earliest results of man’s having 
acquired an upright position burdening the hip with 
the weight of the body. 

This book is divided into twenty-two chapters. 
In the chapter on the history of congenital disloca- 
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tion of the hip the discussion of Koenig’s opposition 
to the very conservative treatment recommended 
about 185 is of interest. The reason why the older 
operators failed was because they selected their 
cases poorly. 

With regard to the etiology Lorenz states that the 
condition is not congenital but is acquired during the 
first two or three years of life and brought about 
first by muscle traction and then by the weight of the 
body which cause the head of the femur to slide 
gradually up out of the too shallow acetabulum. 
It is therefore a static deformity due to a congenital 
predisposition. The predisposition is the result of a 
delay in the growth of the bone, but the cause of the 
delay in growth is unknown. The congenital pre- 
disposition to dislocation of the hip is therefore 
to be regarded as a consequence of disturbances in 
the innervation concerned with the growth of the 
skeleton of the pelvis and the lower extremity. 

The female sex is affected six times as often as the 
male, and unilateral luxation is almost twice as 
frequent as bilateral. Cases of congenital dislocation 
of the hip are four times as frequent as cases of 
congenital club-foot and twelve times as frequent 
as cases of congenital wry-neck. 

Reposition with maximum horizontal abduction 
gives the best results. There should be fixation for a 
period of six to nine months; it is only in exceptional 
cases that a second bandage is necessary. Operation 
should be performed by the end of the sixth year in 
cases of unilateral luxation and by the end of the 
fifth year when the condition is bilateral. Treatment 
should be begun when the dislocation first manifests 
itself by difficulty in walking. 

The book contains a bibliography of thirty pages 
and is indispensable for anyone interested in the 
subject. B. VALENTIN (Z). 


Gordin, A. E.: A Plaster Rope Cast: An Efficient 
Splint for Infected Fractures of the Leg. 
Surg., Gynec. & Obst., 1921, xxxii, 276. 


Gordin has devised a plaster rope cast which he 
has used successfully in cases of osteomyelitis and 
compound infected fractures of the leg in which 
both immobility and drainage were necessary. 
This cast is made of 6-in. plaster bandages. A 
bandage is folded upon itself several times and then 
folded lengthwise three times so as to make a 
flattened rope between ten and fifteen layers thick 
and strong enough to stand considerable strain. 

Usually one rope is molded to the anterior surface 
of leg and one to the posterior surface, and at 
various intervals where there are no raw surfaces or 
discharging wounds, several ropes are wound around 
the leg. Usually about four ropes around the leg will 
hold it very firmly. 

An ordinary plaster cast is not efficient in such 
cases for even when an opening is cut the discharge 
runs behind the plaster, macerating the skin an! 
softening the plaster. By using the rope cast the 
author has been able to keep the leg very dry 
and clean. Easy access to the wound is afforded and 
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the leg is kept well immobilized. The cast is recom- 
mended especially for use on children. 
G. W. 


Basset, A.: Bone Pegging Without Arthrotomy in 
Fractures of the Neck of the Femur—Delbet’s 
Method (L’enchevillement sans arthrotomie des 
fractures du col du fémur—méthode du professor 
Pierre Delbet). J. de chir., 1921, xvii, 81. 


In fractures of the neck of the femur Delbet has 
employed fibular grafts, etc., but since July, 1919, 
he has used pegs or screws of dead animal bone. 
These screws are better adapted to the bone tunnel 
in which they are placed than an irregular flat bone 
graft. In recent fractures they are as easily inserted 
as metallic screws and as they are well tolerated 
‘they do not, like metallic screws, act as foreign 
bodies. In pseudarthrosis they combine the advan- 
tages of a screw and a bone graft and are more 
favorable than metallic screws for the formation of 
secondary callus. Delbet states, however, that 
while it is evident that screws of dead bone do not 
act the same as fibular grafts, he is as yet unable 
to draw definite conclusions as to their relative 
merits in pseudarthrosis as his oldest case in which 
the screws were used dates back only thirteen 
months. Pegs and screws of dead bone become 
rapidly absorbed. In one of Delbet’s cases this 
resorption could be perceived by the X-ray at the 
end of thirty-eight days. It occurs only in the intra- 
osseous portion of the screw; the portion not sur- 
rounded by bone remains intact. 

In Delbet’s opinion an arthrotomy is not neces- 
sary; the opening of the joint is a dangerous and use- 
less procedure. His method therefore consists of 
uncovering the external surface of the femoral 
diaphysis at its union with the great trochanter by 
a simple incision without opening the joint, and then 
introducing a bone peg or screw through the mass 
of the trochanter and neck as far as the center of the 
head of the femur. The peg or screw should pene- 
trate the upper part of the externa! surface of the 
diaphysis and should be embedded in the center of 
the head to find solid support. These two zones 
remain intact even in old cases of pseudarthrosis, 
and in the aged they are not attacked by bone 
rarefaction. 

The point of penetration of the screw is situated 
1's cm. beneath the subtrochanteric crest and is in 
the axis of the neck of the femur, but Delbet has 
found both experimentally and clinically that it is 
not easy to drive a screw from this point correctly 
so as to reach the center of the head of the femur. 
Study of this matter resulted in the invention of a 
specially constructed guiding instrument which is 
described by Basset. The use of this instrument 
permits a bone drill and screw to traverse the 
trochanter and neck and arrive at the center of the 
femoral head. The details of technique and instru- 
mentation are described. They include a pre- 
operative X-ray examination which enables the 
Surgeon to determine: (1) the weight which must 


be attached to the fractured limb to obtain the 
maximum reduction of shortening; (2) the best posi- 
tion to give the limb in relation to the median axis 
of the body in order to re-establish as much as pos- 
sible the normal angle of inclination of the femoral 
neck; and (3) the length of the peg or screw to be 
employed. 

The pre-operative procedures are the same 
whether a bone auto-graft, a dead bone peg or 
screw, or a metallic screw is used for the osteosyn- 
thesis. 

Basset has collected the reports of 95 operations 
for recent fracture of the femoral neck or pseudar- 
throsis done according to the technique and instru- 
mentation employed by Delbet. There were 6 
failures. In these 6 cases the course of the bone 
screw or graft was incorrect. The 95 cases include 
all kinds of fractures with little or much displace- 
ment, and 31 pseudarthroses, the majority of which 
were associated with considerable ascent of the 
external fragment and more or less complete 
resorption of the stump of the neck. 

The dead bone screw is prepared from beef bone 
and is about 12 mm. thick. Basset believes it would 
be hazardous to endeavor to place a graft or screw of 
this size without the use of a guiding apparatus and 
a pre-operative X-ray examination. 

In cases of recent fractures of the neck of the 
femur Basset prefers the use of the metallic screw 
as the strength of a screw of dead bone is not 
sufficient to support the weight of the body. 

The histories of 10 cases operated upon by 
Basset are given. W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Carr, W. P.: The End-Results of Operations for 
Bony Ankylosis of the Jaw. Ann. Surg., 1921, 
Ixxiii, 314. 

In this article Carr reports 6 cases of ankylosis of 
the jaw, 3 operated upon prior to 1916 and 3 since 
then. He uses the instruments and methods de- 
vised by J. B. Murphy. In discussing certain 
accidents which are apt to occur and methods by 
which they may be avoided he calls attention to the 
following facts: 

The temporal artery can be felt and located and 
the vertical incision made just anterior to it. 

The horizontal arm of the incision may be made 
along the lower border of the zygoma instead of the 
upper border, as recommended by Murphy. It will 
then still be above and parallel to the main temporo- 
facial branches of the seventh nerve and may be 
carried down to the bone with one sweep of the 
knife. No important structure will be cut. 

For purposes of orientation a careful dissection 
should be made at the anterior end of the horizontal 
limb of the incision and the wound drawn down 
until the anterior border of the ramus can be felt and 
freed sufficiently to permit the insertion of a 
Murphy retractor beneath it. 


In all the author’s cases the parotid gland pro- 
jected over the ramus almost, or quite, to its midline, 
and could hardly be distinguished from the fat and 
connective tissue lying in that region. In his first 
four operations Carr injured or cut into it three 
times so that a salivary fistula resulted. Although 
these fistulae healed spontaneously in from three to 
eight weeks, they were very annoying for a time and 
necessitated frequent redressings. This accident 
may be avoided almost certainly if the operation is 
begun as recommended and the subsequent dis- 
section is made by lifting up all tissue over the bone 
en masse, keeping close against the periosteum until 
the posterior border of the ramus is reached, the only 
incision through these tissues being a deepening of 
the original skin incision over the lower border of the 
zygoma and well above any important structure. 
The second Murphy retractor may then be inserted 
under the posterior edge of the ramus until it meets 
the first one behind the center of the bone. 

The bone will then be completely isolated in the 
region to be divided by boring a chain of 54-in. 
holes through it with a cranial drill, connecting them 
with a gouge chisel, cutting away the bone, and 
leaving a rounded point for articulation. 

The bone should be gouged out without hammer- 
ing. This can be done easily if the holes are bored 
close together. 

In most cases in which the affection is unilateral 
the mouth will open readily after division of the bone, 
even when the condition is of long standing. In 
some cases, however, particularly when both sides 
have been affected, the masseter, pterygoids, and 
other muscles have become so contracted that the 
teeth cannot be separated more than % or 34 in., 
even with considerable force. Great care must be 
taken in prying the mouth open in such cases as the 
teeth, probably from long disuse, have a very slight 
hold in the jaw and are very easily shelled out. 

Carr does not favor the interposition of any 
extraneous substance between the divided bones. 
He does not believe this is necessary if a rather wide 
section of bone (5 in.) is removed and the articular 
end is shaped to a rounded point. The greatest 
danger of recurrence would seem to be the formation 
of callus attaching the anterior border of the ramus 
to the zygoma. This, he believes, is prevented by 
cutting out more bone anteriorly. 

The results in the author’s first three cases after a 
period of four to six years are all that could be 
desired. At the time this article was written the 
patients were able to separate the front teeth an 
inch or more and to eat without difficulty. In 
the last three cases also the results to date have been 
satisfactory. 

The article is concluded with a brief history of 
each of the six cases. G. W. Hocurei. 


Chubb, G.: A Further Series of 40 Cases of Bone- 
Grafted Mandibles. Lancet, 1921, cc, 640. 


The 40 cases of bone-grafted mandibles reported 
in this article with 60 cases which were reported ina 
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previous article bring the total up to roo. In the 
first 60 cases bony union was obtained in 93 per cent, 
while in the group of 40, bony union resulted in 24, 
the treatment was a failure in 4, and the remainder 
were operated upon only recently. 

The operative technique consisted in taking a 
graft from the crest of the ilium, fitting it, and 
securely wiring it in end-to-end apposition to the 
jaw fragments by means of ‘templates’? which 
are described. In almost every case the whole 
depth of the jaw was utilized in the formation of 
the facet for apposition with the graft. The upper 
or alveolar border of the graft was at first formed 
by the open cancellous tissue of the iliac crest and 
X-ray examination has shown that it became 
rounded off with a layer of compact bone which was 
capable of bearing the direct pressure of a denture 
within a few months after the operation. 

The splints were opened and the free use of the 
mandible allowed at the second or third week. 
Radiograms showed distinct evidence of union 
across the line of junction at the third or fourth week 
and no trace of the line of union by the third or 
fourth month. This rapidity of union was in- 
dependent of the size of the graft. Cases with ex- 
tensive loss of bone showed clinical union with no 
trace of spring by the fourth week. Opportunities 
occurred for examination of the nature of the union 
obtained in 3 cases six, fifteen, and eighteen months 
respectively after the bone-grafting operation. 
Sections made from these specimens were stained 
with mallory. The periosteum on the surface was 
deeply stained, while the zone of union remained 
unstained. Under the high power of the microscope 
this region was seen to consist of dense bone, the 
lamella and lucane of which were distinctly visible. 

Co-operation between operating and dental 
surgeons has contributed largely to modern re- 
constructional oral surgery. Frencu K. HANseL. 


Taylor, R. T.: Reconstruction of the Hand: A New 
Technique in Tenoplasty. Surg., Gynec. & Obst., 
1921, XXxii, 237. 

In the reconstruction of the hand chief attention 
should be paid to the restoration of function in the 
tendons. 

The operation should be, of course, bloodless. A 
crescentic or semicircular flap should be dissected 
back at the beginning of the operation so that the 
point of tendinous union will not lie under the line 
of suture of the skin where it might be caught in the 
skin scar. The tendons in question should be kept 
moist as far as possible by means of normal salt 
solution. 

The author has devised a clamp for holding the 
tendons while the sutures are being inserted. With 
this new instrument it has been found possible to 
work out a new technique whereby the fine silk 
approximation of stay sutures may be put in more 
perfectly, a minimum of silk being left exposed. 

This method consists of threading a fine straight 
cambric needle on each end of fine intestinal silk 
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Fig. 1. 


Fig. 3. Fig. 4. 


Fig. 1. The author’s accepted type of clamp made of clock spring. Fig. 2. Silk threaded in two needles showing 
transfixation of tendon to left of clamp. After thread is passed obliquely on its return from far side back to near side 


in first fenestrum, it is passed obliquely to far side in second fenestrum (the author’s technique). 


Fig. 3. Needle 


passing from far side of second fenestrum to end of tendon. Fig. 4. Second needle passing from near side of second 


fenestrum through end of tendon. 


of suitable length. With the tendon clamp applied as 
close to the end of the cleanly severed end of the 
tendon as possible, the first needle transfixes the 
tendon just beyond the clamp straight through and 
immediately transfixes the tendon obliquely, coming 
out of the first fenestrum on the near side. Next, it 
immediately transfixes the tendon obliquely, coming 
out of the second fenestrum of the far side, and 
finally transfixes the tendon obliquely, coming out at 
the free end of the' tendon. The first needle is 
then removed. With the second needle. the same 
procedure is carried out again, only in the reverse 
direction, coming out obliquely in the first fenestrum 
on the far side, then the second on the near side, and 
finally the opposite side of the free end of the tendon. 


Fig. 5. Above: Course of silk through tendons and 
end-to-end tying. Below: Lateral view of end-to-end 
approximation of tendons; dots of silk are the only evidence 
of this method of suturing. 


Thus it will be seen that none of the silk except 
small dots remains exposed on the side of the tendon. 
When a similar arrangement of sutures is placed 
in the other tendon, the four silk strands may be 
tied closely, approximating the severed ends 
end-to-end by double surgeon’s knots, and the excess 
of silk may be cut away. In this manner the knots are 
entirely buried between the cut ends of the tendons. 

Small sheets of fascia and fat should be dissected 
from the adjacent subcutaneous tissues and wrapped 
around the point of union in order to prevent 
further adhesion as far as possible. 

Many of the cases show marked stiffness after 
anatomical or functional restoration and require 
more or less prolonged after-care and attention to 
secure the maximum efficiency obtainable. Hydro- 
therapy in the form of the warm or hot whirlpool is 
an excellent preparation for manipulative treatment 
with progressively increasing passive, active, and 
resistant movements either in or out of the water, 
and later massage and Bristow surging faradism. 

Much stiffness is often found in old traumatic 
and paralytic hands with wrist-drop and flexed 
fingers. Such cases showing marked tightening up 
of the ligaments at the metacarpophalangeal 
joints may be treated by continuous stretching, and 
recontracture may be prevented by the use of 
suitable splints. The author considers the Skirball 
and Lewis splints of greatest value. I. W. Bacu. 
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Sorrel, E.: Six Cases of Osteochondritis Deformans 
Juvenalis of the Upper Femoral Epiphysis (Six 
cas d’ostéochondrite déformante infantile de 
l’épiphyse fémorale supérieure). Rev. d’orthop., 
1921, xxviii, 31. 


The author protests against the application of the 
name ‘Perthes’ disease” to osteochondritis defor- 
mans juvenalis as this condition was first described 
by Legg of Boston in 1909 who reported 5 cases, and 
Io cases were reported by Calvé before Perthes’ 
article on the subject was published. 

The author describes 6 new cases which are typi- 
cal. In all, the condition was unilateral. In 4 it was 
on the left side and in 2 on the right side. In 2 cases 
it followed a trauma, while in 4 its onset was insidi- 
ous. In 1918 Legg stated that a history of trauma 
was given in only about half the cases, while Mérine 
found it a factor in only 8 of 23 cases. The skin 
reaction was negative except in a boy 13 years old. 
At this age, however, the test is often positive. The 
reactions of Hecht and Bordet-Wassermann were 
negative in 4 cases. W. A. BRENNAN. 


Phemister, D. B.: Operation for Epiphysitis of 
the Head of the Femur (Perthes’ Disease): 
Findings and Result. Arch. Surg., 1921, ii, 221. 


In the case reported operation revealed a mild 
synovitis and villous tags attached to the synovial 
lining. The articular surface of the head of the 
femur was normal but flattened. When the head 
was opened the center of ossification was seen to be 
almost entirely broken down so that a cavity filled 
with granulation tissue and necrotic débris and 
containing several sequestra had been formed. Cul- 
tures were found to be sterile. 

The pathologic picture was that of an old, 
probably pyogenic infection which had destroyed 
most of the bony center of the head of the femur. 
Bone in all stages of disintegration and areas of new 
bone and fibrotic formation were discovered. 

The cavity was curetted and the hip immobilized 
in plaster with a good result. 

The author comments on the outstanding feature 
of this case which was the improvement brought 
about by the operation in the center of ossification 
of the head of the femur. Instead of further destruc- 
tion and collapse, as is usual, it regained part of its 
original thickness, the contour of the articular sur- 
face became more even, and the interior was almost 
completely filled out with new bone. 

The restricted nature of the infection can be 
accounted for by the anatomical arrangement. The 
center of ossification in the head is everywhere 
surrounded by a wall of cartilage which is not 
easily penetrated by an inflammatory process. The 
layer of cartilage between the bony center and 
the joint surface is very thick during the first decade 
of life and serves as a barrier against the spread of 
infection to the joint. This cartilaginous enclosure 
of the affected center explains also the mildness of 
the subjective symptoms. There is no nerve supply 
to the center of ossification as cartilage is not pene- 


trated by nerve fibers; consequently there is rela- 
tive insensitiveness of the joint. 
H. A. McKnicur. 


Marshall, H. W.: When To Open Knee Joints. 
Boston M. & S. J., 1921, clxxxiv, 291. 


It is certain that arthrotomies with irrigation of 
joint cavities remove synovial accumulations which 
sometimes possess toxic properties, and that irrigat- 
ing fluids exert some physiological influence on 
synovial linings. Incisions into joints relieve intra- 
capsular pressure and tend to prevent the stretching 
of the capsule which would otherwise occur if it 
became distended with excess of synovial fluid. 

Synovial accumulations may have two important 
functions: (1) the separation of the synovial sur- 
faces, and (2) the protection of irritated synovial 
surfaces by reducing the mechanical friction in sub- 
sequent joint movements. When accumulated 
synovial fluid is purulent it undoubtedly contains 
toxic substances. 

Synovial membranes at times successfully resist 
a considerable amount of sepsis within joint cavities 
and therefore the joints may be closed tightly after 
they have been washed out even though staphylo- 
cocci have been present in the serous fluid. 

Experience with penetrating wounds of knee 
joints in war injuries has shown that such knees 
may be left untreated for several weeks until the 
joint resistance has increased. Then they may be 
opened, cleaned out, and closed, with generally the 
best results. Synovial linings possess peculiarities 
analogous to those of peritoneal surfaces. 

Sepsis of the joints of pyemic origin may be 
overcome and the joints often restored to normal 
function to marked degree when joint drainage is 
avoided. Drainage is being found indicated less 
and less frequently. In the treatment of dis- 
charging joint sinuses early gentle massage is be- 
coming more widely applied, even during the 
subsiding stages of acute inflammation, as it 
accelerates lymphatic circulation about the in- 
flamed regions. 

The character of synovial fluid varies within wide 
limits. It may be clear and straw colored, or turbid 
with cell débris, or it may contain a small amount of 
fibrin. In severe, very chronic inflammations there 
may be loose jelly-like moulds of fibrin filling the 
joints. Synovial fluid normally contains salts, pro- 
teids, a mucin-like substance, and water, and has 
a variable specific gravity. 

Irrigating fluids possess different physiological 
influences, depending on their chemical and physical 
properties. If they are of proper chemical composi- 
tion and correct concentration and temperature, and 
if they reach all parts and do not cause harmful 
mechanical irritation of the joint surfaces, the latter 
will probably be favorably stimulated to a slight 
degree by single applications. When the synovial 
tissues are already struggling unsuccessfully with 
increasing blood-carried toxins, their resistance may 
become very low and irrigation of the joint may 


increase rather than relieve the condition. Clinical 
evidence does not disprove that a large percentage 
of irrigations are useless or slightly harmful in their 
direct influence on the synovial linings in early 
inflammatory processes in subsiding stages of acute 
synovitis. 

Continued extreme capsular stretching by syno- 
vial accumulations should be prevented in order to 
avoid subsequent laxity of the ligaments and bac- 
terial infiltration of the weakened joint capsules 
with resulting chronic inflammatory thickening. In 
this respect operations have a distinct advantage 
over non-operative measures, but large accumula- 
tions can be kept down by aspiration and tight 
elastic pressure. 

The conclusions drawn by the author with regard 
to arthrotomies for synovitis are as follows: 

1. Arthrotomies are generally harmless when 
done by skillful surgeons in hospitals, and excellent 
recoveries are the rule in non-purulent synovitis. 

2. Early arthrotomies are unnecessary and harm- 
less in non-purulent cases. 

3. Late arthrotomies in slowly subsiding chronic 
knee inflammations possess distinct advantages as 
they permit exploration of the synovial linings, the 
removal of fibrinous clots, etc. 

4. In selected cases excessive conservatism in 
arthrotomies should be avoided because of the 
harmlessness and positive benefits of the procedure. 

5. Conclusions derived from the illustrative case 
reported in this paper are that it is impossible to 
decide from clinical data alone whether surgery has 
prolonged or shortened the patient’s disability. 

Villous arthritis is characterized by chronic 
hypertrophy of the synovia, including the synovial 
villi and fringes which occur normally in knee joints, 
and is evidenced by the presence of an unusual 
crepitus on joint movement as the hypertrophic 
tissues interfere with each other or become pinched 
between the bearing surfaces. 

The causes of the initial thickening of the joint 
lining include traumata, toxemias, and bacterial 
infections or their combinations. Pedunculated or 
free joint bodies may be formed by the continued 
mechanical friction of normal joints following irrita- 
tion or the pulling out of folds of joint lining. 

Weil-developed villous arthritis may terminate 
as follows: 

1. Subsidence and complete restoration of joint 
function usually result after a variable number of 
months, depending upon the severity of the villous 
hypertrophy and the efficiency of treatment. 

2. Hypertrophic synovia may cause continued 
interference with joint function for one year or longer 
because of repeated new injuries, continuance of the 
toxemia or infection, neglect of treatment, or their 
combinations. 

3. These factors result in increasing joint effu- 
sions which subside alternately, depending on 
fluctuating amounts of irritation. Capsules weaken 
and stretch or thicken if they become chronically 
inflamed by infiltration of micro-organisms. There 
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may be considerable activity for years, neverthe- 
less, and a few patients may manage to endure 
without ceasing their usual occupation and without 
proper medical care. 

4. Tuberculous disease may develop in thickened 
synovial linings at any period in the course of knee 
inflammations. In some instances it may be the 
initial cause of synovitis. 

5. Pedunculated villi or detached loose bodies 
may gradually lodge in comparatively non-obstruct- 
ing positions from which they emerge at irregular 
intervals to produce intermittent acute symptoms. 
Occasionally they become adherent in a non- 
obstructing position and more permanent relief is 
then obtained. 

6. Operations are performed with benefit in 
many instances and in all stages*of villous hyper- 
trophy and are more often indicated in this condi- 
tion than in synovitis. 

Operations for villous arthritis are dependent 
upon the patient’s occupation and position in life 
and upon the severity and chronicity of the symp- 
toms, etc. When operations are performed the 
following clinical results are possible: 

1. Marked relief may result immediately from 
removal of pedunculated villi or loose bodies after 
the wounds have healed and walking is resumed. 

2. Occasionally it seems apparent that too much 
synovial tissue and supracondylar fat is removed, 
especially in the less severe types. Patients then 
complain of a sensation of weakness persisting for 
long periods and have difficulty in stepping up or 

own. 

3. Extremely gradual changes for the better or 
worse may take place after the operations. These 
should not be interpreted as the results of surgical 
interference. They usually occur in middle-aged 
persons whose joints show definite osteo-arthritic 
changes. 

4. When in the cases of vigorous young adults 
arthrotomy with excision of thickened synovial 
tissue is performed skillfully, a perfect recovery of 
joint function very often results. Many arthrot- 
omies done for villous arthritis are probably 
unnecessary though harmless, especially in the 
earlier stages. 

Loose semilunar cartilages may interfere with 
joint motion in the same way as pedunculated villi. 
After recurring attacks of acute symptoms the 
removal of cartilage fragments is promptly followed 
by decided relief. Occasionally partly loosened 
cartilages fall back into normal position and re- 
attach themselves without causing interference. 
Conservative methods should be employed in many 
instances of cartilage dislocation. 

No precise indications can be given for opening 
the knees after fractures or the rupture of the 
crucial ligaments. 

Tuberculosis of the knee joint in adults should be 
treated by joint excision immediately after the 
diagnosis is confirmed by microscopic examination. 
Following this operation the general health usually 
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improves. When excisions are not made the 
tuberculosis continues to cause intermittent or 
constant trouble and disability for some time. 

Operations have been devised to restore motion 
in completely ankylosed joints resulting from non- 
tuberculous infections by means of animal mem- 
branes and fascia after adhesions have been loosened. 
On the other hand, painful knees with great limita- 
tion of motion are sometimes ankylosed and made 
painless by operations such as those performed for 
tuberculous knees. 

No knee joint should be opened unless proper 
facilities for strict surgical asepsis are available. 
Postoperative infections develop occasionally after 
surgical asepsis. Possibly these are due to blood 
infection, to long, clumsily executed operations on 
joint tissues with lowered resistance subjected to 
much handling, or to the use of very strong local 
applications for sterilization. 

Arthrotomies are contra-indicated in the cases of 
many middle-aged patients with chronic hypertro- 
phic arthritis as they may accelerate rather than 
retard the condition. The same statement applies 
to Charcot knees. Hezmophilic joints should not 
be opened, and there are numberless borderline 
cases which should receive careful consideration 
from the point of view of the patient’s probable 
future activities before arthrotomy is performed. 
R. S. REICH. 


Roux-Berger, J. L.: Surgery of the Knee: Menisci, 
Crucial Ligaments, and Articular Cartilages. 
Am. J. Surg., 1921, XXXV, 54. 


The recognition of the traumatic lesions of the 
menisci, crucial ligaments, and articular cartilages 
has made little progress in France. These lesions 
are rarely diagnosed and rarely operated upon. 
Roux-Berger believes, however, that they are an 
important, if not the most usual, cause of certain 
chronic conditions of the knee which are still being 
treated without surgical efficiency. In his opinion 
relief can be obtained only by surgical repair of the 
causal injury. 

The failure to recognize these lesions cannot 
be explained by their comparative infrequency in 
France as compared with the Anglo-Saxon countries. 
The fault appears to be due to the inadequacy of 
arthrotomies performed and to the tendency to 
over-emphasize the importance of the menisci. 

The lateral, vertical, and horizontal incisions are 
sufficient to expose the meniscus but that is all. 
Two methods of arthrotomy are at our disposal, 
both of them good and both permitting perfect 
restoration of the joint. Vertical, median, trans- 
patellar arthrotomy is simple. It gives perfect ex- 
posure by permitting the dislocation outward of 
each half of the patella onto the anterior surface of 
the femoral condyles. In the second method a 
large U-shaped flap is formed, the horizontal branch 
of which passes beneath the tubercle of the tibia 
which is cut with a chisel or Gigli saw. A large 
flap consisting of the insertion of the patellar liga- 
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ment, the patellar ligament, the patella, and ‘a 
portion of the capsule can then be raised upward. 
The advantage of this method is the absence of 
bleeding, but the operation is longer than that per- 
formed by the first method. In order to obtain a good 
functional operative result it is absolutely essential 
that the suture of the synovia, capsule, muscle, and 
prepatellar tissue be carefully performed with fine 
suture material. 

The author reports two cases, both those of adults 
with typical histories. Locking was present in both 
instances and associated with the usual symptoms 
of sudden pain and limitation of motion. In the 
first case operation was performed through a simple 
lateral incision, while in the other a transverse inci- 
sion dividing the patellar ligament was made. The 
first incision was insufficient, the second was mu- 
tilating. Therefore Roux-Berger now prefers either 
the vertical section of the patella or the detachment 
of the tubercle of the tibia. In both cases the inter- 
nal meniscus was found completely detached and in 
one it was twisted on its axis and filiform in thick- 
ness. 

A review of the recent literature on injuries of 
the crucial ligaments seems to show that while in 
France the tendency has been to operate too little, 
in England the contrary is true. Over-emphasis 
on the importance of lesions of the meniscus has led 
to the removal of many healthy menisci. The 
pathognomonic sympton of a torn or dislocated 
meniscus is a painful locking of the joint. The 
other symptoms, hydrarthrosis, atrophy, and 
weakness, are secondary and occur also in other 
pathologic conditions of the knee. 

In reviewing the abundant statistics published 
by the English one is struck by the fact that whereas 
the results have been remarkably good in those 
cases in which the meniscus was definitely torn or 
displaced, they have been very mediocre or poor in 
those cases in which the lesion was not definitely 
present. Moreover, as pointed out by Smith, a true 
lesion of the meniscus may be associated with a 
tear in the anterior crucial ligament. It is therefore 
conceivable that ablation of the meniscus alone 
without further exploration has been responsible 
for a certain number of failures even when a torn 
meniscus was definitely repaired. Wide access to 
the joint will minimize the number of errors. 
Therefore whenever arthrotomy is performed the 
exposure should permit satisfactory exploration. 

Without going into the details of the physiology 
of the crucial ligaments, the authc: states that the 
important fact to be borne in mind is that these 
ligaments are the strongest connections between 
the tibia and the femur. Any weakness causes 
laxity in the knee joint. The syndrome of torn 
meniscus is characterized essentially by pain, while 
that of a tear of the crucial ligament is laxity and 

weakness. Nearly always it is the anterior crucial 
ligament which is affected. 

The author reports two cases, describing the 
condition of the ligaments in each and giving his 
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own technique of treatment. He reviews the 
operations ordinarily done for this condition, 
dealing especially with that recommended by Smith. 
He describes one case also in which there was a 
fracture through the articular cartilage and the 
fragments acted as free foreign bodies. In this case 
wide exposure by a U-shaped incision was necessary 
to clear up the diagnosis. 

The article is illustrated by diagrams and photo- 
graphs. L. D. PRINCE. 


ORTHOPEDICS IN GENERAL 


Lange, F.: The Implantation of Foreign Bodies in 
Orthopedic Surgery (Die Fremdkoerpereinpflan- 
zung in der Orthopaedic). Jahresb. f. aerzitl. 
Fortbild., 1920, xi, 47. 


The method of plastic surgery introduced by 
Gluck in 1883 has long since been adopted by most 
surgeons. Poor results are generally due to the use 
of the wrong kind of material. Metals, even silver, 
are irritants. Tin, however, is less irritating than 
other metals, and celluloid, horn, and ivory cause 
no trouble if they are fastened so that they do not 
move. Twisted silk boiled in 1:1,000 oxycyanate 
of mercury and paper are very good materials. 

Lange used artificial tendons made of silk in 6094 
cases. The silk was discharged as a foreign body in 
only 3 percent. This occurrence was most frequent 
during the earlier operations and was usually due to 
technical errors. In the other cases connective tis- 
sue grew around and through the silk, which often 
took on the character of true tendon tissue. As the 
muscles were used the connective tissue covering in- 
creased in thickness. 

Lange used silk also to replace joint ligaments in 
cases of paralysis. In a case of paralytic club-foot 
six to eight strong silk threads were passed from the 
tibia to the scaphoid bone. and from the fibula to 
the cuboid, fastened to the periosteum or to holes 
bored in the bone, and tied so that the foot was 
held at 110 degrees plantar flexion. Among 08 
cases healing did not occur with the silk in place in 
8, and a recurrence developed chiefly because of 
technical mistakes in 15. In cases of flail joint of 
the knee there is nothing to take the place of silk as 
transplanted flaps of fascia can never be stretched 
tight enough and in addition there is the danger of 
necrosis. Too great demands cannot be made on 
rigidly fastened joint ligaments in paralyzed limbs. 
Even the natural joint ligaments give way when 
they are not supported by the muscles. 

In cases of spondylitis Lange first splinted the 
spinal column with two soldered steel bands, but 
later used staves of celluloid, horn, or ivory 15 to 
20 cm. long. The muscles were freed from each 
side of the spinous processes and where the spinous 
processes arise from the vertebrz a staff was fastened 
with strong silk threads to holes bored in the 
process. Lange believes the transplantation of a 
piece of tibia is not as good for the following 
reasons: 


1. It is difficult to make a fissure in the spinous 
processes big enough to insert the bone; frequently 
the processes are broken off in the attempt. 

2. In order to adapt it to the curve of the gibbus 
the piece of tibia must be broken and therefore it 
does not give firm support until after the fracture is 
healed. 

3. The pieces of tibia are generally not long 
enough to keep the part of the spinal column above 
the gibbus from sinking forward. 

4. In Albee’s method a plaster cast is necessary 
at first while in Lange’s method there is sufficient 
firmness without it. 

To avoid adhesions in tendon transplantation, 
which often counterbalance all the good results, 
Lange interposes a thin layer of paper between the 
tendon and bone. In the first 100 implantations the 
paper was discharged only twice; in all the other 
cases it served its purpose. In animal experiments 
the paper was gradually absorbed. In men a cyst 
filled with brownish yellow fluid in which remnants 
of the paper floated was found after nine or ten 
weeks. The formation of sucha bursa-like structure | 
indicates that the tendon becomes more movable 
from month to month. It is probable that the 
movement of the tendon causes the cyst formation. 

NAEGELSBACH (Z). 


Schauffler, R. M.: The Curative Play System of the 
Children’s Mercy Hospital of Kansas City, 
Missouri. J. Orthop. Surg., 1921, n.s. iii, 98. 


The natural spirit of play in children is directed in 
such a manner that the physical defects are cured 
or improved. For instance, a child with adductor 
spasm of the thighs is encouraged to ride astride a 
hobby horse, ora boy who has been unable to walk is 
given a kiddie car to develop his leg muscles. The 
chief requirements of the system are that the 
exercise must be curative and at the same time it 
must be fun for the child. 

The orthopedic surgeon prescribes the exercise 
needed and an aid, called the “play teacher,” 
carries out the prescription. An accurate record of 
percentage muscle strength, range of joint motion, 
and degree of deformity is made before the treat- 
ment is begun. The exercises must be individual at 
first, but as the child progresses he enters into 
games, races, and other contests. For example, a 
boy with paralyzed legs, but with latent power, 
begins by walking on his knees on a gymnasium pad, 
supporting himself with his arms through swinging 
rings. Next he may run a race with another boy 
between low parallel bars which serve for support. 
He then may play war in a sand trench, kneeling 
behind the parapet and shooting over it with a toy 
gun. He may soon acquire the power to stand 
on his knees and is then ready for leg braces. 

A playground is planned at the Children’s Mercy 
Hospital where all the familiar toys will be found and 
where the play will be directed for the physical 
correction and development of the crippled child. 

W. A. CLARK. 
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Levick, G. M.: The Action of the Intrinsic Muscles 
of the Foot and Their Treatment by Electricity. 
Brit. M. J., 1921, i, 381. 

The author first considers the muscular supports 
of the arches of the foot. In maintaining the 
longitudinal arch, the flexor brevis digitorum is 
most important. It draws the heel toward the toes, 
acting as a bowstring. The flexor longus hallucis 
and the flexor longus digitorum also serve to raise 
the longitudinal arch. The transverse arch is 
maintained chiefly by the dorsal interossei. These 
muscles with their bipennate origins draw the 
metatarsal bones together. Each metatarsal is 
drawn toward the second, which acts as a key stone. 
The alignment of the metatarsals with the cuneiform 
bones also helps to hold the arch. The flexor brevis 
hallucis, pulling from the cuboid to the first phalanx 
of the great toe, probably assists in supporting the 
transverse arch. The muscular support of the 
arches may be demonstrated by faradic stimulation 
of the muscles of the foot. 

Faradic stimulation is successfully used as a 
therapeutic agent for wasted and unhealthy muscles. 
The foot is placed in sufficient warm water to reach 
just below the external malleolus. To stimulate the 
intrinsic foot muscles supporting the longitudinal 
arch, the heel is placed on one carbon electrode while 
the other electrode is held in the water in front of the 
toes. The core of the coil is manipulated so that a 
surging faradic current streams through the muscles. 


The long flexors of the toes may be stimulated 
through their several motor points. The muscles of 
the transverse arch may be caused to contract by 
placing one electrode on each side of the front of the 
foot. The arches may be seen to rise and fall during 
the stimulation of the muscle groups. 

Faradic stimulation can be used to advantage in 
the treatment of the preliminary stage of flat-foot. 
The wearing of narrow and high heeled shoes js the 
cause of foot troubles common to almost the whole of 
civilization. The splintage of a foot in a tight boot 
causes atrophy of the intrinsic muscles. The tarsal 
joints also suffer from the impaired circulation. 
Walking in the fashionable shoe entails the re- 
laxation of all arch-raising muscles. 

Faradization is recommended after surgery and 
preliminary to voluntary exercises. It is often 
impossible to develop small atrophic muscles by 


- voluntary exercise alone, especially when the foot 


has been repostured by surgical means and _ the 
wasted overstretched muscles are relaxed. Improved 
nutrition is necessary before satisfactory voluntary 
exercises can be carried out. 

In the treatment, care and intelligence must be 
exercised. The muscles must not be over-fatigued; 
the stimulation periods must not be too long; periods 
of complete relaxation must come between the 
contractions. The author considers a Smart- 
Bristow coil essential for the best results. 

Hucu T. Jones. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Storey, C. L., and Birkelo, C.: Congenital Dorsal 
Scoliosis Due to a Spinal Defect: Report of 
Case. J. Am. M. Ass., 1921, Ixxvi, 786. 

The authors give the views of different orthopedic 
surgeons regarding the term “congenital scoliosis.” 
Putti’s classification of congenital deformities of the 
vertebra and ribs is as follows: (1) numerical varia- 
tions in the column as a whole; (2) morphologic 
variations in individual elements: of the vertebral 
column; (3) numerical plus morphologic variations; 
(4) faulty differentiation not only in the meta- 
meric but also in the regional differentiation, and 
(5) pathologic malformation. 

The case reported is one of numerical plus 
morphologic variation. According to reports 
from the literature, the degree of defect both 
numerically and morphologically decreases accord- 
ing to the distance of the part from the transition 
regions of the spine. 

F.K.,a girl 8 years of age, complained of elevation 
of the right shoulder which had been present since 
birth. No family history of congenital defects was 
given. The child had always been delicate and 
subnormal in weight and size. 

The general examination was negative except 
that indications of active tuberculosis were noted 
in both pulmonary apices. The child had round 
shoulders, a flat chest, and a prominent abdomen. 


The right shoulder was carried higher than the left 
The spinous processes of the sixth, seventh, and 
eighth dorsal vertebrae were rather sharply dis- 
placed to the right. No secondary curves were 
noted above or below. The flexibility of the spine 
was somewhat limited in the mid-dorsal region. 
Twelve ribs should be palpated on the right side 
and twelve on the left. The upper left rib appeared 
to be attached to the seventh cervical vertebra. 
Only eleven dorsal spinous processes were palpable. 

Stereoscopic plates showed that the seventh 
cervical vertebra had a fully developed rib on the 
left side and a short rudimentary rib on the right 
side. 

The eighth dorsal vertebra was rudimentary and 
consisted of a small triangular body with a unilat- 
erally developed pedicle wedged in between the sev- 
enth and the ninth vertebre on the right side. 
The transverse and spinous processes were in no 
respect different from the corresponding parts on 
the other vertebre above and below it. A fully 
developed rib articulated with it on the right side, 
but there was no sign of a corresponding rib on the 
left side. Thus there were twelve fully developed 
ribs on each side but the first rib on the left was 
cervical. There was dorsal scoliosis to the right 
with the apex of the curve at the eighth doisal 
vertebra, the rudiment of which was the sole cause 
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of the scoliosis. There was no rotation of the 
bodies of the vertebrae. The spine was otherwise 
normal. F. G. Murpny. 


Erlacher, P.: Gibbus After Tetanus (Ueber Gibbus- 
bildung nach Tetanus). Zéschr. f. orthop. Chir., 1920, 
xl, 385. 


Erlacher reports 8 cases from the literature and 
3 new cases of tetanus which led to bone deformities, 
chiefly of the spinal column. In all of these cases 
the deformities were observed during or soon after 
the attack. In children the tetanus was acute 
while in adults it was Jate tetanus. In 8 cases the 
gibbus was between the fourth and sixth dorsal 
vertebre and in 2 between the second and third lum- 
bar vertebre. In one case there was a fracture of the 
neck of the femur. 

In 2 cases the spinal column deformity dis- 
appeared after the attack; in 2 others it persisted 
without causing any visible structural changes in 
the bones; in 6 cases there were spinal fractures. 
The parts of the spine between the fourth and the 
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Naffziger, H. C.: Methods to Secure End-to-End 
Suture of Peripheral Nerves. Surg., Gynec. & 
Obst., 1921, Xxxii, 193. 

Within the past eighteen months too cases of 
peripheral nerve injury have come under the author’s 
observation. In the first 10 cases two main trunks 
were believed to have gaps too great for end-to-end 
suture. In these, “‘auto cable grafts’? were used. 
In the later cases no grafts were used for the main 
nerve trunks as end-to-end suture in a one- or a 
two-stage operation was possible. Moreover, one 
of the earlier cases in which a graft was inserted was 
again operated upon, the graft being removed and 
the nerve sutured end-to-end. 

The following methods were found most useful in 
obtaining apposition of the divided nerve ends: 
(1) free mobilization of the proximal and distal 
portions of the nerve; (2) transposition of the nerve 
to a shorter route than the normal route; (3) 
placing the extremity in a favorable posture to 
shorten the distance to be overcome; and (4) 
gradual lengthening of the nerve by a two-stage 
operation. 

Free mobilization of the nerve necessitates long 
incisions. Small incisions and forcible stretching of 
the nerve produce unnecessary trauma and do not 
secure the greatest Jengthening. After the involved 
area is freed, the condition of the nerve will deter- 
mine the further operative procedure. When 
suture is to be performed and mobilization of the 
nerve is desired, gentle traction on the scarred ends 
will show the points of attachment of the nerve 
sheath, and they may then]be freed by sharp dis- 
section, 

The author has employed the second method in 
cases of ulnar paralysis. There are no branches of 
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sixth dorsal and between the second and the third 
lumbar vertebre, Erlacher states, are the weakest 
parts as they form the vertex of the kyphotic or 
lordotic spinal column; therefore they are more apt 
to be involved in injuries. 

Spiess, who had an opportunity to examine one 
of the cases after a year, concluded that the gibbus is 
tubercular. Erlacher does not agree with him, and 
cites the case of fracture of the neck of the femur as 
proof that the force of the muscles alone may pro- 
duce a compression fracture. He admits, however, 
that the bones probably became poor in calcium 
as the result of the tetanus and therefore they 
gave way to the ection of the muscles more easily 
than normal bones. He regards compression frac- 
ture as a sort of plastic correction. 

Slight scoliosis in many cases is not caused by 
unequal involvement of the muscles on the two sides 
but may very well be due to yielding to the com- 
pression on one side. Correction with the applica- 
tion of Calot’s plaster cast is recommended for the 
treatment of gibbus. Port (Z). 


NERVOUS SYSTEM 


the ulnar nerve given off in the arm. When the 
ulnar nerve at the elbow is transplanted from behind 
the condyle to the flexor surface in the bend of the 
elbow, the route is slightly shortened and a gain is 
made. To secure the greatest mobility it is necessary 
to extend the incision sufficiently far to free the 
nerve well above and at the point where it pierces the 
internal intermuscular septum. In changing the 
position of the ulnar nerve it has seemed more 
satisfactory to place it beneath a covering of the deep 
fascia and muscles and to give it an absolutely 
straight route. 

Lesions of the musculospiral nerve are frequent 
but the results of treatment are better than those of 
lesions of the other peripheral nerves. In lesions of 
the musculospiral nerve much can be gained by 
altering the position of the arm, In certain instances 
transposition of the nerve to a position in front of 
the humerus is desirable. This is particularly 
applicable to cases in which there has been an 
extensive injury to the posterior surface of the arm 
with extensive scar involvement of the triceps and 
the posterior surface of the humerus. For the 
transposition two incisions are necessary. In the 
lower half of the arm the nerve is exposed by an 
incision on the outer side, extending downward 
in the bend of the elbow to the mesial side of the 
external condyle. The second incision is made over 
the brachial sheath in the upper half of the arm on 
the inner side. The musculospiral is exposed at the 
lower margin of the teres major where it passes be- 
hind the humerus and between it and the long head 
of the triceps. The long branches of the musculo- 
spiral nerve to the triceps are in full view and if 
necessary can be dissected up for some distance 
along the course of the nerve. The nerve is then 
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brought out of the musculospiral groove and passed 
behind and to the outer side of the axillary vessels 
and the median and ulnar nerves. The biceps is 
dissected free so that an oblique position of the 
musculospiral is permitted beneath it. The nerve 
then runs directly from the axilla in front of the 
humerus, lying beneath the biceps and emerging 
about 21% in. above the lower end of the humerus on 
the outer side. The branches to the outer head of 
the triceps are sacrificed. Such a transposition gives 
a slight gain and in addition the arm may be placed 
in a more favorable position to make a gain from 
adduction, flexion, and internal rotation at the 
shoulder with flexion at the elbow. 

In the case of the median nerve some lengthening 
may be obtained by dissecting the muscular branches 
in the upper forearm upward and transposing them 
to a more superficial position. 

In the lower extremity the course of the sciatic 
nerve is such that a shorter course cannot be ob- 
tained by transposition. This also applies to the two 
subdivisions of the sciatic nerve. 

It is fortunate that the main nerve trunks in the 
extremities lie for the most part on the protected 
flexor surfaces. When this is not the normal position 
of the nerve throughout its entire course, as in the 
musculospiral and ulnar nerves, it can be obtained 
by transposition. Because of this fact, flexion of 
certain joints will relax the nerves and in a position 
of flexion the distance bridged by the nerve will be 
shortened. An otherwise unbridgeable gap may be 
overcome and end-to-end suture of the nerve may 
be effected by flexing the neighboring joints. 

In a small number of cases in which it has been 
impossible to obtain an end-to-end suture at a one- 
stage operation the author has employed the two- 
stage operation. If it is obvious that end-to-end 
suture is impossible, the fibrous ends of the proximal 
and distal nerves are overlapped as far as possible 
and sutured in this position, and the wound then 


closed. The posture of the extremity is maintained 
by a cast or splints; later, gradual extension of the 
part is permitted until there is normal freedom of 
movement and the normal range of motion is ac- 
quired. In the second stage of the operation, which 
is usually not performed before two months after the 
first, the suturing is accomplished. The scarred 
portion is resected. The part is again put in a 
favoring posture and the end-to-end suturing is done 
as in a one-stage operation. 

In nerve suturing the essentials of technique are 
delicacy of handling, accurate suturing without 
tension, the use of a minimum amount of foreign 
material, and the proper protection of the parts 
afterward. 

Regarding protection of the suture line, the author 
states that any foreign material or any free graft 
favors the production of fibrous tissue and that the 
most desirable bed for a line of nerve suturing is 
against the uninjured muscle and preferably between 
muscle planes. Soon after wound healing has oc- 
curred he uses heat and gentle massage over the site 
of the suture. 

Opinions as to the length of time a favoring posture 
of the extremity must be maintained after nerve 
suture vary widely. 

Injuries of the main nerve trunks of the upper and 
lower extremities are more frequent than injuries of 
their subdivisions. With rare exceptions, their 
repair can be effected by end-to-end suture. A much 
smaller number of peripheral nerve injuries occur to 
the subdivisions of the main trunks. Often associ- 
ated with these are extensive injuries to muscles and 
tendons and consequently large scars. By the use of 
a nerve graft 10 cm. in length from the same in- 
dividual the author secured regeneration with 
consequent improvement in sensation and return of 
voluntary power in the muscles supplied. In this 
particular case he later excised the graft and secured 
an end-to-end suture. G. W. Hocuren. 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Mott, F.: The Neurological Aspects of Shock. 
Lancet, 1921, cc, 519. 


Shock is defined as a condition of profound 
exhaustion and prostration of voluntary and in- 
voluntary functions of acute onset caused by trauma, 
operations, disturbance of the central nervous 
system, or the effects of toxic agents and anaph- 
ylaxis. Over-stimulation and exhaustion of the 
central nervous system play an important part in its 
production. Two forms are recognized, primary, 
often called “collapse” or ‘‘faint,” and secondary. 
The former is due to emotional disturbances and the 
latter to toxic factors in addition to the afferent 
impulses which exhaust the vital medullary centers 
of respiration and circulation. 


Anaphylactic shock, which is somewhat different 
from these, may be defined as a dislocation of the 
static equilibrium of all the cells of the body. In all 
forms of shock the blood pressure falls. When death 
occurs it is due to failure of the centers of respiration 
and circulation. 

Persons who are neurotic or timorous by nature 
and those whose higher controlling centers are ex- 
hausted by prolonged stress and strain are most 
susceptible to emotional shock. In addition to 
sudden emotional shock, fear may be an important 
factor and prolong the condition. Hysteria and 
neurasthenia may follow. Hysterical symptoms are 
curable by contra-suggestion. Observations in 
cases of commotional shock distinct from emotional 
shock have shown that the cerebrospinal fluid is 
under increased pressure and contains protein. 
Occasionally blood is found. In some cases of 
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commotional shock death results without visible 
injuries to account for it. Microscopic examination 
of the brain might give evidence concerning the 
real cause. 

Exhaustion by over-stimulation of the neuro- 
potential of the ganglion cells has been demonstrated 
by the staining reaction. Crile gives a theory of the 
inter-relation of the brain, the thyroid, and the 
adrenal glands in shock. He believes that “common 
sensibility environmental stimuli reach the brain 
through the special senses and cause it to liberate 
energy which directly or indirectly activates muscles 
and glands, among others the thyroid and adrenal.” 
Cannon and Elliot have shown an increased quantity 
of adrenalin in the blood during fear and anger. 

Conditions indicative of cerebral anemia have 
been found in all cases of fatal shock whether pri- 
mary orsecondary. In most instances there was a wet 
condition of the brain and in a few cases the super- 
ficial veins were congested. Microscopic examina- 
tions showed: (1) empty collapsed vessels in the 
substance of the brain with dilatation of the peri- 
adventitial and perineuronal spaces; (2) chromatoly- 
sis of the brain cells most marked in the autonomic 
nuclei of the medulla oblongata and to a lesser 
degree in the bulbospinal motor nuclei; (3) a similar 
effect on the pyramidal cells of the cortex and the 
cells of Purkinje. These confirm Crile’s findings. 

Porter believes shock to be due to fat embolism 
as he found it present in the brain in several cases 
of surgical shock. This may be a contributory 
cause but not the sole cause. 

A more important cause of secondary wound shock 
is the absorption of histamine or toxic substances 
from the damaged muscles. Arguments favoring 
this theory are that men suffering from pure muscle 
injury have died of shock, that improvement may 
follow amputation of a lacerated limb, and that 
experimental shock in animals has been produced 
by Bayliss by damaging the muscles under ether. 

Dale has shown that injection of histamine will 
produce shock. In such cases the condition seems 
to be due to a slow poisoning of the vital centers. 

The theory which ascribed shock to an accumula- 
tion of blood in the capillaries and veins of the 
abdominal organs has been rejected. Cannon has 
shown that there is a concentration of the blood 
and stasis in the capillaries due to exudation of the 
plasma through the capillary walls into the tissues. 
This is proved by an increase in the hemoglobin 
index and the blood-cell count. Cannon calls this 
condition “exemia.”’ 

In the treatment of this condition intravenous 
salines prove useless. Citrated blood and gum 
acacia have raised the blood pressure and led to 
recovery. Crile recommends the introduction of 
fluids by natural methods, Murphy drips, etc. 
Stimulants are useless. 

In resuscitation from surgical shock experience 
shows that the treatment of lowered blood pressure, 
lowered temperature, and decrease of blood volume 
yields satisfactory results. MERLE R. Hoon. 


SERA, VACCINES, AND FERMENTS 


Barker, L. F.: The Classical Endocrine Syndromes. 
N. York M. J., 1921, cxiii, 353. 


The four most common signs in Graves’ disease, 
often spoken of as the cardinal symptoms, are: 
(1) persistent tachycardia; (2) struma; (3) marked 
fine tremor, and (4) protrusion of the eyeballs or 
exophthalmos. 

Disturbances of autonomic innervation in 
Graves’ disease appear to be responsible for the 
symptoms referable to the eyes, the heart and blood 
vessels, the skin, the digestive system, the respira- 
tory system, and the urogenital system. The auto- 
nomic nervous system, it will be recalled, consists 
of two parts—the sympathetic system and the 
craniosacral or so-called vagal autonomic system. 
Both of these systems appear to be disturbed in 
Graves’ disease, but in some cases sympathicotonic 
symptoms predominate while in others vagotonic 
symptoms are uppermost. In most patients the 
symptoms indicate the involvement of both sym- 
pathetic and craniosacral systems (mixed cases). 

Prolonged thyro-intoxication leads to degenera- 
tive change in the heart muscle, dilatation of the 
heart, and sometimes atrial (auricular) fibrillation 
with its characteristic sign, a constantly irregular 
pulse. 

Acceleration of the metabolic processes is one of 
the most important of the clinical phenomena noted 
in Graves’ disease. 

Loss of function or insufficient function of the 
thyroid gland (athyroidism and hypothyroidism) 
are associated with peculiar symptoms including: 
(1) leather-like thickening of the skin, (2) falling out 
of the hair, (3) mental dullness and torpor, (4) 
sensitiveness to cold, (5) obesity, (6) constipation, 
(7) marked slowing of the metabolic processes, and 
(8) in the more pronounced cases, mucus-like 
oedema of the skin. 

The clinical syndrome known as tetany may be 
either manifest or latent. In manifest tetany there 
are spontaneous attacks of peculiar tonic spasm 
which may be limited to certain groups of muscles or 
involve the whole body musculature. In latent 
tetany these spontaneous attacks of tonic spasm are 
not present, but there is a peculiar hyperexcitability 
of the nervous system and the attacks of tonic 
spasm can be easily elicited by artificial means. In 
manifest tetany the spontaneous attacks of inter- 
mittent tonic contractions involve groups of muscles 
innervated by certain nerves and result in the as- 
sumption of certain definite attitudes by the 
extremities. 

If a cathodal opening contraction (KOC) occurs 
with a current below 5 ma. in strength, we can be 
sure that there is increased galvanic excitability of 
the motor nerves. 

Trousseau pointed out that in the intervals 
between attacks of manifest tetany the application 
of a ligature firmly about the upper arm will soon be 
followed by the typical attitude of obstetrical hand. 
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Chvostek’s sign is easily elicited when the 
mechanical excitability of the motor nerves is 
increased as it is in tetany. One simply taps the 
region of the pes anserinus of the facial nerve with 
the tip of the finger or with a small percussion 
hammer and notes whether this stimulation is fol- 
lowed by contraction of the muscles of the same side 
of the face. Poole observed in tetany a constant 
response of contracture of the muscles of the upper 
extremity upon forcible abduction of the arm and of 
contracture of the muscles of the lower extremity 
upon forcible flexion at the thigh of the lower 
extremity extended at the knee. 

The thymus gland belongs to the hormono- 
poietic system as it produces substances of impor- 
tance for growth and for the proper functioning of 
other organs, especially in early life. Over-activity 
of this gland in childhood, its persistence for an 
abnormally long time, or its reviviscence in adult 
life may be responsible for serious symptoms. 
Clinical syndromes due to over-function of the 
thymus gland are generally recognized. They 
have been described by various terms, including 
“hyperthymismus,”’ ‘‘status thymicolymphaticus, ” 
“fasthma thymicum,” and ‘‘mors thymica.” 

In children presenting status thymicolymphaticus 
there is usually enlargement of the tonsils and the 
lymphadenoid tissue generally. An enlargement of 
the thymus gland can be made out on percussion or 
X-ray examination of the chest. Such children often 
suffer from what their parents regard as attacks of 
holding the breath which are, in reality, seizures of 
asphyxiation. Status thymicolymphaticus usually 
exhibits a pronounced lymphocytosis in the blood. 

It is generally believed that gigantism and 
acromegaly are due to an over-function of the 
hypophysis cerebri, and that one form of dystrophia 
adiposogenitalis is due to under-function of the same 
gland. The hypophysis cerebri consists of three 
parts: (1) the anterior lobe; (2) the posterior lobe, 
and (3) the pars intermedia. The anterior lobe is 
glandular and the posterior lobe nervous, whereas 
the pars intermedia consists of an epithelial layer 
covering the anterior surface of the posterior lobe. 
The anterior lobe probably produces substances 
having to do with the growth of bone and sub- 
stances which determine, perhaps through the 
intermediation of the gonads, the development of the 
secondary sex characters. It is probable that the 
epithelium of the pars intermedia manufactures 
pituitrin or infundibulin. The posterior lobe or 
nervous part is made up chiefly of neuroglia, but 
this contains in its meshes colloidal or hyaline 
masses which may possibly represent an internal 
secretion discharged into the cerebrospinal . fluid. 
‘Some believe that this colloidial substance found in 
the pars nervosa is a secretion which is derived from 
the cells of the pars intermedia. 

When there is over-function of the hypophysis 
during the developmental period, before the 
epiphyseal lines of the long bones have closed, 
gigantism results. When over-function occurs later 
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in life the clinical syndrome known as acromegaly 
develops. 

When for any reason there is an insufficiency of 
hypophyseal function during development, a peculiar 
syndrome known as Froehlich’s syndrome, or 
hypophyseal dystrophia adiposogenitalis, develops. 
The patient becomes obese and the fat as a rule has 
a peculiar distribution; it is most abundant on the 
abdomen, buttocks, and proximal portions of the 
extremities. The skeletal development is faulty. 
This may appear as acromicria, or if the hypopit- 
uitarism occurs very early, as dwarfism. The 
secondary sex characters fail to develop or if they 
develop they present an abnormal appearance. The 
genital organs remain in a hypoplastic or infantile 
state. The skin of the body as a whole is usually 
pale, thin, soft, and smooth. 

Syndromes due to tumors and cysts involving the 
pineal body and its neighborhood give rise to 
symptoms of increased intracranial pressure, to focal 
symptoms referable to the midbrain, and to certain 
symptoms believed to be due to disturbances of 
internal secretion, namely, premature puberty and 
changes in carbohydrate tolerance. 

Addison’s disease, underfunction of the chromafiin 
system, is easily recognizable when fully developed 
by the asthenia, the melanoderma, the diarrhoea and 
other disturbances of the digestive system, and the 
arterial hypotension to which it gives rise. In the 
pure chronic cases the fatal determination is often 
delayed for years. In the early stages of Addison's 
disease and in its incomplete forms the diagnosis may 
be exceedingly difficult. The disorder is sometimes 
confused with hemochromatosis, arsenical! pig- 
mentation, pellagra, Graves’ disease, cachexias of 
various sorts, and certain skin diseases associated 
with pigmentation. 

Pseudohermaphrodism is supposed to be due to a 
congenital form of hyperinterrenopathy. In other 
words, the endocrine disorder of the cortex of the 
suprarenal gland or of some interrenal rest in an 
adjacent organ is believed to begin in these cases 
before birth. Certain females whose internal sex 
organs resemble those of a normal female present 
external genitals resembling those of the male, and 
certain males, whose internal sex organs resemble 
those of the normal male, have external genitals 
resembling those of the female. The important 
facts to be remembered in the diagnosis of pseudo- 
hermaphrodism are: (1) that the true sex of the 
person depends upon the character of the internal 
sex organs, and (2) the external genitals of the 
pseudohermaphrodite usually resemble those of the 
sex opposite to that to which the person belongs. 

Premature puberty (pubertas precox) is believed 
to be an early postnatal form of hyperinterrenopathy. 
The child, which appears normal at birth and _per- 
haps for a brief time afterward, soon becomes obese; 
it exhibits also an abnormally rapid growth and a 
premature development of the secondary sex organs, 
the external genitals especially undergoing changes 
which correspond to those of puberty. 
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In the syndrome of adult hirsutism or virilism it is 
believed that we have to deal with a late or adult 
form of postnatal hyperinterrenopathy. Women 
between 16 and 20 are most often affected, though 
the disorder may appear at any time between 
puberty and the menopause. Strong physically, 
these women often suggest the masculine type, the 
hyperasthenia in them being in marked contrast 
to the asthenia of Addison’s disease. There may 
be marked hypertrophy of the clitoris. Certain 
peculiar mental symptoms also suggestive of 
masculinity (egotism, an overbearing tendency, 
aggressiveness) may also appear. These physical 
and mental traits are known as virilism. 

The pancreas, besides producing an external 
secretion, possesses tissue (the islets of Langerhans) 
which manufactures an internal secretion necessary 
for the normal metabolism of carbohydrates. The 
relation of diabetes mellitus, in many instances at 
least, to destruction or diminution of function in 
the islands of Langerhans in the pancreas is now well 
established. 

The interstitial cells of the testes and the ovary are 
believed to produce hormones of great importance 
for the rest of the body. Over-function of the 
internal secretion of the gonads is known as hyper- 
genitalism. This in turn is usually secondary 
to over-activity of the interrenal system, but may 
sometimes be due to primary gonadal disease. 
Among the syndromes of gonadal origin the author 
refers briefly to eunuchism, eunuchoidism, and the 
climacteric phenomena which are believed to be due 
to loss of function or diminution of function of the 


internal secretion of the gonads (agenitalism, 
hypogenitalism). 

The phenomena of the menopause consist on the 
physical side of a slowing of metabolism with a 
tendency to obesity coincideat with the cessation of 
menstruation and the signs of excitation or of loss of 
inhibition in autonomic domains (hot flushes; 


respiratory, cardiac, and digestive disorders). 

Mentally, marked neurasthenic, psychasthenic 

and even psychotic symptoms may be exhibited. 
M. H. Kaun. 


Lisser, H.: Does the Pituitary Secretion Influence 
the Development of the Prostate? N. York 
M. J., 1921, cxiii, 391. 

It is now well known that hypopituitarism prior to 
puberty is associated with hypoplasia of the 
genitalia. The literature contains many reports 
of such cases and of corroborative animal experi- 
ments. Little notice, however, seems to have been 
re of the status of the prostate in this con- 
dition. 

The author reports the cases of five boys who 
exhibited many signs and symptoms which, in the 
light of our present knowledge, justified a diagnosis 
of pre-adolescent hypopituitarism either of the Levi- 
Lorain (3 cases) or the Froehlich types (2 cases). 
In all of these boys the prostate gland was either 
entirely absent or exceedingly diminutive, being 


just barely palpable by rectal examination. The 
presence of aberrant prostatic tissue, however, could 
not be excluded. The ages of the boys were 10, 10, 
14, 15 and 18 years respectively. Their correspond- 
ing mental ages were 3, 3, 7, 9, and 8 years. 

In feeding experiments upon hypophysectomized 
rats, Goetsch, in 1916, found that anterior lobe 
stimulates the growth of the prostate while posterior 
lobe does not. This fact suggests that the normal 
development of the prostate is in part at least 
dependent on normal pituitary secretion. 

M. H. Kaun. 


BLOOD 


Weiss, E., and Dieter, W.: The Blood Flow in the 
Capillaries and its Relation to Blood- Vessel 
Function. (Die Stroemung in den Capillare, und 
ihre Beziehung zur Gefaessfunktion). Zentralbl. /. 
Herzkrankh., 1920, xii, 295. 

The capillary current was studied by means of the 
Weiss apparatus. To observe the vessel function 
alone a closed vascular region was produced by the 
use of the Riva-Rocci blood-pressure instrument 
with a von Recklinghausen cuff for the upper arm. 
The pressure in the cuff was increased above the 
previously measured maximum blood pressure by 
blowing up the cuff with an oxygen bomb. The 
time measurement was begun at the moment the 
rising mercury column passed the maximum pres- 
sure. The ice reaction was determined by laying a 
piece of ice 10 by 6 cm. in size on the upper arm and 
observing the finger capillaries of that hand. 

In normal persons at ordinary room temperature 
the duration of the capillary current is thirty sec- 
onds. A longer continuation of the flow is caused 
by equalization in the pressure in the arterial and 
venous systems. At a colder temperature the time 
of flow is shortened by increased tonus and contrac- 
tion of the vessels. At a higher temperature it is 
increased by dilatation and relaxation of the vessels 
and there is a back-flow of the blood from the venous 
limbs of the capillaries into the arterial limbs. In 
the ice reaction the time is shortened at first, but 
after the passing of the reaction (four or five min- 
utes) it is lengthened. 

In acrocyanosis and arteriosclerosis with moder- 
ate hypertonicity the time is shortened to an aver- 
age of fifteen seconds and there is no back-flow. 
In pure arteriosclerosis without hypertonicity and 
in insufficiency of the circulation it is shortened to 
an average of twelve seconds. In the first form of 
arteriosclerosis the shortening is due to a contrac- 
tion of the smaller arterics and their lessened 
ductility while the back-flow is caused by the de- 
crease in the amount of fluid and in the tonus. In 
insufficiency of the circulation the cause of the de- 
crease in time is the decrease in the filling of the 
arteries and the increase in the filling of the veins. 
Back-flow results from low arterial tonus and in- 
creased venous pressure. 

In benign nephrosclerosis with marked hyper- 
tension there is lengthening of the time of flow as a 
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result of the marked difference in pressure between 
the arteries and veins. Back-flow may take place 
on account of the high tonus. STAHL (Z). 


McGlannan, A.: The Effect of Surgical Operations 
on the Blood Pressure. South. M.J., 1921, xiv, 
214. 


The author reviewed 1,000 operative cases, noting 
the various factors which seemed to affect the blood 
pressure. The operations were performed for hernia, 
acute appendicitis, gland excisions, cancer of the 
breast, amputations, osteomyelitis, acute intestinal 
obstruction, exophthalmic and toxic goiter, intra- 
cranial hemorrhage, and tumors. 

Simple herniotomy performed on patients between 
17 and 35 years and under nitrous oxide and oxygen 
anesthesia with novocaine infiltration was accom- 
panied by a primary rise in blood pressure which 
with few exceptions was maintained throughout 
the operation. When the anesthesia was induced 
with ether a fall in blood pressure occurred more 
frequently than a primary rise, and in no case was a 
primary rise sustained throughout the operation. 
Local anesthesia alone had no particular effect. 
During manipulation of the hernial sac the proportion 
of ether anesthetized patients who showed a fall in 
blood pressure was much greater than that of 
patients anesthetized with nitrous oxide and novo- 
caine. When novocaine was used alone the pressure 
tended to remain unchanged or was slightly lowered. 

When the anaesthesia was induced with gas the 
primary rise was not so marked in patients 45 to 70 
years old as in younger patients. The primary rise 
was not as well sustained and on several occasions 
when the anaesthesia was discontinued the pressure 
fell to an alarming degree. Excision of the sac caused 
a fall in pressure to about the same degree as in 
younger patients. 

The conclusions drawn regarding operations for 
acute appendicitis are about the same as those for 
operations for hernia. Under various anesthetics 
manipulation and traction on the peritoneum and 
mesentary produced in general a marked drop in the 
blood pressure. 

In operations for cancer of the breast a fall in the 
blood pressure was noted regularly and was most 
marked after thorough dissection or the use of the 
cautery. 

Practically all bone operations, whether they were 
operations for the manipulation of fragments, open 
operations for fractures, excisions of bone tumors, or 
amputations, caused a marked drop in the blood 
pressure. 

In thyroidectomies for exophthalmic goiter the 
pressure showed wide variations in some cases, but 
as a rule was a fairly constant. On the other hand, 
in operations for toxic adenomata considerable 
sensitiveness to the manipulations was noted. The 
author was unable to make out any great difference 
between the behavior of toxic patients under 
anoci-association and that of patients under well- 
administered ether anesthesia, 


A persistent gradual fall in blood pressure with a 
simultaneous rise in the pulse rate is the usual 
observation in shock. As the condition becomes 
established, the pulse curve and the pressure curve 
will be seen to cross over one another. During 
operation it is difficult to separate the phenomena 
due to hemorrhage from those of shock. This 
distinction becomes an impossibility if we admit 
hemorrhage as a factor in the production of shock. 
The quantity of blood lost seems of less importance 
here than the manner in which it is lost. Slow oozing 
of considerable blood is compensated for by some 
mechanism not available when there is a sudden 
spurt of a much smaller quantity from a cut artery. 

The author advises against changing the patient's 
position suddenly as such change frequently adds to 
the severity of the symptoms and may become the 
determining factor between recovery and death. 
For this reason the patient should be treated in the 
operating room on the table until a rally occurs. 

. When the heart is in good condition and the 
vessels are sound, careful hemostasis, gentle manipu- 
lation, nerve blocking, and the use of nitrous oxide 
anesthesia make it possible to perform an operation 
of long duration without shock. L. D. Snorr. 


Bowcock, H. M.: Serious Reactions to Repeated 
Transfusions in Pernicious Anzemia. Bul. 
Johns Hopkins Hosp., 1921, xxxii, 83. 

In certain cases of pernicious anemia in which 
repeated transfusions have been given, transfusion 
becomes self limited because of the inadequacy of 
the methods for selecting suitable donors. This 
difficulty having been discovered, no attempt 
should be made to give a further transfusion in such 
cases. 

The severe reaction is probably due to an an- 
aphylactic manifestation rather than to hemolysis. 

Blood matching should be carried out with the 
greatest care. Whenever possible, the incubation 
period should be two hours in length or longer. 

Blood serum free from cellular elements may 
produce bone-marrow stimulation. 

Members of Group 4 cannot be regarded as 
suitable donors in every case. 

SAMUEL KAHN. 


BLOOD AND LYMPH VESSELS 


Sorrentino, F.: A Further Contribution to Vascular 
Surgery (Ulteriore contributo alla chirurgia vasale). 
Rassegna iniernaz. di clin. e terap., 1921, ii, 19. 


In a case of stab wound with intense hemor- 
rhage in which the external carotid was injured the 
author ligated the left common carotid. Severe 
cerebral disturbances were manifested immediately 
after the operation—facial paralysis, respiratory 
changes, vomiting, and loss of consciousness for 
twenty-four hours. Three days later motor aphasia 
developed and continued for ten days. The dis- 
turbances then gradually diminished and _ finally 
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disappeared. To date the author has never observed 
any permanent abnormal developments after liga- 
tion of the artery alone. Neither were cerebral dis- 
turbances noted in 6 cases of simultaneous ligation 
of the common carotid artery and the jugular vein 
previously reported. W. A. BRENNAN. 


Marshall, C. J.: Reconstructive Aneurismorrhaphy 
in the Third Part of the Axillary Artery. Brit. 
M. J., 1921, i, 379. 

The author presents a case of aneurism of the 
axillary artery, the result of a gunshot wound re- 
ceived two years previously. The patient was oper- 
ated on for a pulsating tumor, impaired sensation 
of the ends of the index and middle fingers, and 
weakness of flexion in the index finger. 

The aneurism and a portion of the axillary artery 
both above and below were dissected free and Crile 
artery clamps were applied above and below the 
tumor. The aneurismal sac was then defined up 
to its point of origin from the artery and opened by 
a longitudinal incision. At the junction of vessel 
and sac was a ring of almost cartilaginous density. 
Profuse bleeding from the collateral supply made 
necessary the application of several clamps. 

The sac was cut away so that only a thin rim 
around the neck was left. With a non-cutting fine 
needle a continuous suture was introduced, begin- 
ning above and finishing below the opening and 
passing through the arterial wall immediately ad- 
joining the thick ring. Mattress sutures of fine silk 
were used. A second stronger silk suture was then 
introduced, the needle traversing the artery wall on 
either side and returning similarly through the 
rim of the sac, thus embracing the hard ring and 
securing apposition of its opposite side. Removal 
of the clamps revealed no oozing. A fascia lata 
graft was fixed as a collar about the vessel to 
diminish the strain on the suture line. Both radial 
pulses were equal at the end of the operation. 

Three months later there was no sign of yielding 
and the brachial pulses remained equal. 

A. C. JoHnson. 


Bell, G.: Wounds of the Common Femoral Artery. 
Med. J. Australia, 1921, i, 189. 


In wounds of the common femoral artery large 
hematomata may mask the various portions of the 
femoral and external iliac vessels and render the 
exact pre-operative localization of the lesion difficult, 
if not impossible. No permanent ligature should be 
placed on a main vessel or important branch until 
the exact site of the vascular lesion is found. 

The wound of the vessel may be treated by suture, 
temporary maintenance of the circulation through 
a tube coated with paraffin (such as that of Tuffier), 
or ligation. As a general rule ligation with com- 
plete division of the artery to allow retraction of 
the divided ends is the method of choice. 

Transfusion may be indicated. The author re- 
ports one case with recovery. C. R. STEMNKE. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Atwell, W. A.: An Anatomical Consideration of the 
Hypophysis Cerebri. N. York M.J., 1921, cxiii, 
366. 


The hypophysis arises from neural and oral 
parts. That portion of it which is of oral origin is 
divided by the cleft into the pars intermedia and 
the anterior lobe. 

The anterior Jobe is derived from the epithelium 
of - mouth, and the posterior lobe from the brain 
wall. 

Recently a third epithelial lobe extending forward 
from under the infundibulum toward the optic 
chiasm has been recognized. Mueller and Mihal- 
covics called it the anterior process; Joris, the lobus 
bifurcatus; and Tilney, the pars tuberalis because 
of the close relationship between it and the tuber 
cinercum, 

The oral evagination known as Rathke’s pocket, 
from which the anterior lobe and pars intermedia of 
the hypophysis are derived, arises just anterior to the 
pharyngeal membrane and pushes upward to meet 
an evagination of the brain wall, the primary in- 
fundibulum. Fragments of the epithelial stalk 
persisting below the sphenoid constitute the 
pharyngeal hypophysis. Remains of the stalk 
in the sella turcica, with the hypophysis but separate 
from it, constitute the parahypophysis. 

The cells of the anterior lobe proper are acido- 
philes and basophiles. 

Two kinds of cells occur in the pars intermedia: 
(1) cells related to the colloid-containing vesicles and 
evidently the secretory source of the colloid; (2) the 
secretory cells which are the characteristic elements 
of the pars intermedia and have been described 
vaguely hitherto as finely granular, basophile, or 
neutrophile. ‘‘The cells of the second type con- 
stitute the conspicuous element of this division of 
the gland, enabling one to demarcate with perfect 
safety the limits of the physiological unit providing 
the technical handling of the material is adequate to 
preserve the secretory antecedents in the cell. This 
material is highly labile and disanpears rapidly from 
the cell after death.”” These cells are polygonal in 
shape and larger than the colloid-producing cells. 
The nucleus is eccentric in position and the cyto- 
plasm contains mitochondria gathered into a mass 
about the size of the nucleus. 

The pars tuberalis is made up of cell masses with 
occasional small and relatively thick-walled acini. 
The cells are basophilic and have scanty cytoplasm. 

The neural lobe is composed almost entirely of 
neuroglia cells and fibers. Cell nests, single cells, and 
colloid droplets or hyaline bodies are frequently to be 
found in the neural lobe and apparently are derived 
from the pars intermedia. Normally present to some 
extent, the colloid material is considerably increased 
in amount following severance of the neural stalk 
(Cushing). Thus the pars intermedia and the 
neural lobe form a structural complex to which the 
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term “posterior lobe’’ as used in its physiological 
sense is applied. 

In a general way the functions of the two principal 
divisions of the pituitary are fairly well differentiated. 
Certain disturbances of skeletal growth and genital 
development are ascribed to altered function of the 
anterior lobe proper. To the posterior lobe is 
ascribed control of metabolism, especially as 
regards the utilization of carbohydrates and, 
according to some authors, the basal metabolic rate. 
Disturbances of this lobe influence the secretion of 
urine and the tonus and contraction of smooth 
muscle. M. H. Kaun. 


Murphy, Hussey, Sturm, and Nakahara: The 
Effect of Induced Cellular Reaction on the 
Fate of Cancer Grafts. IV. Studies on Lym- 
phoid Activity. J. Exper. M., 1921, xxxili, 315. 


The authors have previously shown that the in- 
duction of a general lymphocytosis is accompanied 
by a more or less marked immunity to cancer, and 
that a local reaction of lymphoid cells induced in 
the skin by means of the X-rays renders this tissue 
unsuitable for the growth of cancer. The reaction 
about a cancer graft inoculated into a mouse pre- 
viously injected with homologous living tissue 
strikingly resembles a local anaphylactic reaction 
and is followed by more or less complete destruction 
of the tumor graft. The authors concluded that if 
the cellular reaction is an important factor in in- 
munity it should be possible to bring about a local 
immunity to cancer by inducing around a graft a 
reaction similar to that which occurs in a generally 
immune animal. As the local anaphylactic reaction 
resembles the jocal effect observed about a graft in 
cancer-immune animals, they tested out the influ- 
ence of the former reaction on cancer grafts. 

The experiments offered further evidence of the 
hypothesis that the so-called immunity to the trans- 
planted cancers of mice depends on a local cellular 
reaction in which cells of the lymphoid type play 
the principal part. The usual method of producing 
the immunity was the injection of a quantity of 
living homologous tissue. This led to a non-specific 
immunity which in turn was directed against a 
great variety of cancers and sarcomata as well as 
against transplanted normal tissue. 

It was suggested that this immunity phenomenon 
is analogous to the so-called anaphylactic reaction, 
but the exact nature of the relation has never been 
demonstrated. The experiments reported here in- 
dicated that the relationship is very close. The 
first injection prepared or sensitized, and the 
second injection of the cancer cells called out a 
cellular exudate such as was observed in local ana- 
phylactic reactions. It was unmistakable that the 
condition of local anaphylaxis rendered the tissues 
affected unsuitable for the growth of a cancer- 
graft, and the histologic changes which arose corre- 
sponded to those seen about a cancer graft in an 
animal immunized by a previous injection of 
homologous tissue. 


That the cellular exudate was the essential in- 
hibiting agent was indicated by the fact that when 
this exudate was prevented from arising or was 
arrested the protective effect was either annulled or 
materially reduced. It was not determined whether 
the desensitization induced by X-ray exposure re- 
sulted in such a general destruction of the lym- 
phocytes that the number remaining was insuflicient 
to vield the local reaction or whether some other 
factor was responsible. In brief, there seemed to 
be no other explanation for the results recorded than 
that cells of the lymphoid type are capable of pre- 
venting the growth of a transplanted cancer when 
present locally in sufficient numbers. Hence the 
authors concluded that these cells are an active 
agent in bringing about the so-called immunity 
condition to transplanted cancer. They give a short 
summary of their findings as follows: 

Mice sensitized by an injection of 0.2 c. cm. of 
rat blood and 1o days later inoculated with a 
mixture of rat blood and a transplantable mouse 
cancer showed a high degree of immunity to the 
cancer growth, while mice sensitized in the same 
manner and inoculated with cancer graft with no 
rat blood showed no immunity. Likewise, non- 
sensitized mice inoculated with a mixture of rat 
blood and cancer cells showed no immunity. 

Mice sensitized to rat blood and then given a 
series of doses of X-ray treatment between the time 
of this injection and the inoculation of the cancer- 
rat blood mixture showed a suppression of the 
factors affording protection as the cancers grew as 
well in these animals as in the controls. 

In mice sensitized with rat blood and ten days 
later inoculated with a cancer-rat blood mixture 
the cells were destroyed by a local dose of X-rays 
twenty hours after the inoculation when the cellular 
exudation was at its height. The degree of immun- 
ity was reduced and the cancers grew almost as well 
as in the controls, G. E. Brtrsy. 


Nakahara, W., and Murphy, J.B.: The Lymphocyte 
in Naiural and Induced Resistance to Trans- 
planted Cancer. VI. Histologic Comparison 
of the Lymphoid Tissue of Naturally Immune 
and Susceptible Mice. J. Exper. M., 10921, 
XXXiii, 327. 

It has long been known that if a number oi 
normal white mice were inoculated with fragments of 
transplantable mouse cancer, some of them would 
prove to be naturally refractory. The striking 
histologic difference in the reaction about cancer 
grafts in naturally resistant and in susceptible 
animals is well known. Murphy and Morton showed 
that the resistant state is associated with a marked 
lymphocytosis in the blood which is absent in the 
susceptible animals, and that treatment of normal 
animals with X-rays destructive to lymphocytes 
removed at the same time the immunity otherwise 
present. Hence the conclusion was drawn that the 
lymphocyte is a factor in the state of natural 
immunity. 
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Histologic studies paralleling the authors’ ob- 
servations on the circulating lymphocytes indicated 
that the lymphoid tissue is the basis of the immunity 
to transplanted cancer induced by intense dry heat, 
small doses of low penetrating X-rays, and the 
injection of homologous living cells. Hence it 
appeared that a histologic comparison of lymphoid 
organs of mice naturally immune and _ naturally 
susceptible to transplanted cancer might give 
enlightening results, and it was with this end in view 
that the study reported was undertaken. 

Preliminary experiments indicated that soon 
after cancer inoculation more or less definite 
histologic changes took place in lymphoid organs, 
especially in the spleen. These changes, though not 
extensive, were nevertheless of a_ characteristic 
nature and therefore it was not difficult to determine 
at the end of the third week of the experiment 
whether a given spleen came from an immune or a 
susceptible mouse. Accordingly studies were made 
of the lymphoid organs of young white adult mice 
inoculated with a given strain of tumor (Bashford 
adenocarcinoma No. 63) and killed three weeks later. 
The tissues were fixed in Carnoy’s 6-3-1 and stained 
with eosin-methylene blue, Ehrlich’s haematoxylin 
and eosin, or Heidenhain’s iron-hematoxylin. The 
material consisted of the spleen and lymph nodes 
from 105 mice, of which 29 were immune to the 
inoculated cancer and the remaining 76 had tumors. 

In immune mice there were more or less marked 
indications of lymphoid hyperplasia, whereas in 
susceptible mice a lymphoid depletion in varying 
degree tended to arise. The former condition 
resembled greatly the histologic picture described in 
animals in which artificial lymphoid stimulation was 
induced. The extreme cases of the susceptible type 
resembled in their general nature the condition 
induced by a large dose of X-rays although the 
cellular destruction was far less extensive; the 
effect was more like that seen after a long exposure 
to X-rays of low penetration. 

These findings were in entire agreement with the 
results of previous experiments in which the im- 
portance of the part played by the lymphocytes in 
artificial resistance to transplanted cancer in mice 
was indicated. They agreed also with the observations 
of Mottram and Russ who showed that the spleens 
of rats resistant to the Jensen rat sarcoma tended 
to show a higher lymphocyte content than those 
of normal animals. G. E. Betsy. 


ROENTGENOLOGY AND RADIUM THERAPY 


Power, H. D.: Stereoscopic Roentgenography: 
The Visualization of Surfaces for the Better 
Localization of Underlying Foreign Bodies. 
J. Am. M. Ass., 1921, Ixxvi, 645. 


The use of stereoscopic roentgenography has 
become commonplace and would be still greater 
but for the difficulty in examining the plates. 
The author believes that for most purposes large 
plates and the reflecting stereoscope are entirely 


unnecessary. Most conditions requiring examination | 
in this way can be included within the dimensions of 
a 3 by 4 in. plate, and two such plates taken under a 
tube with a difference of 214 in. from their centers 
can be examined in an ordinary stereoscope. In 
most cases in which this is done the area to be 
examined stereoscopically is determined first by 
means of the fluoroscope or a single exposure on a 
large plate. 

In the localization of foreign bodies by stereoscopic 
roentgenograms the results have been somewhat 
unreliable as it has been found rather difficult to 
judge the relative .distances involved. The use of 
metallic skin markers has not always been successful, 
and inunction of the skin surface with petrolatum 
and salts of bismuth or barium has not proved 
entirely satisfactory. The author has found that 
flake white No. 2 in oil makes the finest details of 
the skin visible roentgenographically. In order to 
render its removal less difficult, he mixes the flake 
white with paraffin which he applies when melted 
and afterwards removes as a solid shell. This 
mixture does not give the same fineness of detail as 
the simple paint, but may be applied without 
difficulty over small areas and vields the same 
frontal point of view for the comparison of distance. 

Besides providing a better basis for judgment of 
the position of foreign bodies, the procedure described 
has a field in determining the direction of anal and 
other fistula and in the visualization of the eyelid for 
the better localization of small foreign bodies in 
the eve. Doubtless other uses also will suggest 
themselves. Hartunc. 


Lynah, H. L., and Stewart, W. H.: Roentgeno- 
graphic Studies of Bronchiectasis and Lung 
Abscess after Direct Injection ot Bismuth Mix- 
ture Through the Bronchoscope. Am. J. Roent- 
genol., 1921, viii, 49. 

The fact that the accidental entry of bismuth 
paste into the trachea and lower bronchi during an 
examination of an oesophageal obstruction did not 
have any harmful results suggested to Stewait that 
opaque substances might be injected into the lung 
through the bronchoscope with safety. More re- 
cently he observed that in patients with an empy- 
emic cavity communicating directly with a branch 
bronchus through a pleuropulmonary fistula in- 
jected bismuth mixtures permeated many of the 
bronchial branches and later were expectorated 
without causing serious disturbance. 

So far as the authors are able to ascertain, it was 
not until early in 1920 that successful efforts were 
made to outline lung cavities roentgenographically 
after the injection of opaque substances through the 
bronchoscope. In May, 1920, Lynah of New York 
reported two cases of lung abscess which had been 
successfully mapped out roentgenographically fol- 
lowing the bronchoscopic injection of aqueous and 
oily mixtures of bismuth subcarbonate into the 
area of diseased lung. Both of these patients have 
since been examined repeatedly by the authors, 


| 

i} 

{ 

| 


50 INTERNATIONAL ABSTRACT OF SURGERY 


These two cases, one case of lung abscess, and two 
cases of bronchiectasis are reported in this article 
in detail and illustrated with roentgenograms. The 
authors draw the following conclusions: 

1. Bismuth mixtures may be injected into the 
bronchi and lungs of a living patient without danger. 

2. The injection of an opaque substance into 
the lung of the living patient will prove of great 
value in the study of cough, the expulsion of sub- 
stances from the lung, and lung drainage. It will 
aid also in localizing bronchial strictures and will 
be of the greatest value to the surgeon in mapping 
out an abscess cavity in the lobe of the lung. 

3. A definite lung abscess cavity is seldom seen 
bronchoscopically. Pus is usually observed coming 
from a branch bronchus even when the abscess is 
not in that portion of the lung from which the pus is 
oozing. An injection of bismuth mixture or some 
other opaque mixture will clear up this condition. 

4. When bismuth enters the abscess cavity it is 
recognized by its metallic luster, whereas in the 
lobular lung structure it is discerned as a dull opaque 
area. Like bismuth, pus diffuses and soaks the 
lobular structure and thus often makes the involved 
area appear many times larger than it really is. 

5. The bismuth mixture injected in the cases 
reported consisted of 8 c.cm. of bismuth subcarbon- 
ate in pure olive oil (1:2). Before it is injected the 
mixture should be rendered sterile by boiling. 

6. The injection should be made slowly. If it 
is made with a squirt the roentgenographic obser- 
vations may be spoiled by the soaking of the lung 
structure surrounding the diseased area with the 
bismuth. 

7. From the preliminary studies reported it 
seems that cough and the action of cilia are not the 
only means by which secretions are expelled. 

8. While in the cases reported the bismuth mix- 
tures were originally injected for the purpose of 
lung mapping in cases of cavities due to lung ab- 
scess, they seem to have been of therapeutic benefit 
and so far the procedure has done no harm. 

g. The fluoroscopic examination is important, but 
the stereoroentgenographic examination is the best 
means of localizing cavities. 

10. Experience has shown that the roentgen 
examination should be made almost immediately 
after the removal of the bronchoscope; otherwise 
the patient will remove much of the bismuth from 
the involved lung by coughing. Hartunc. 


Tyler, A. F.: Pneumoperitoneum as an Aid in the 
Diagnosis of Diseases of the Left Half of the 
Abdomen. Am. J. Roentgencl., 1921, n.s. viii, 65. 


When the author is unable definitely to locate 
pathology in the left half of the abdomen by the 
usual physical examination and the opaque meal 
examination of the gastro-intestinal tract, he em- 
ploys pneumoperitoneum as a further method of 
investigation. In reviewing his experience he has 
found that the cases in which it has been most 
definitely helpful were those with some pathologic 


condition on the left side. He therefore briefly 
reviews the anatomy of the left half of the abdomen 
in relation to the findings demonstrable by pneumo- 
peritoneum. 

The method has proved itself of great value in 
the differentiation of kidney stones from calcareous 
mesenteric glands, especially when catheterization 
of the ureter is impossible. Hydronephrosis and 
new growths involving the kidney or retroperitoneal 
space can be readily demonstrated. Different types 
of enlarged spleen may be revealed by pneumo- 
peritoneum, but must be differentiated by the com- 
plete blood count and laboratory methods. Pneu- 
moperitoneum demonstrates cysts of the pancreas 
better than any other method. It also shows 
adhesions to the various organs and thus clears up 
many obscure cases. 

Detailed histories of cases of enlarged left kidney, 
perisplenic adhesions, perigastric adhesions, ab- 
dominal adhesions, adhesions to the colon, fibroid 
tumor of the uterus associated with pregnancy, 
ureteral stone, bladder stones, adhesive peritonitis 
with ascites, and fluid in the peritoneal cavity with- 
out adhesions are given. HARTUNG. 


Sante, L. R.: The Detection of Retroperitoneal 
Masses by the Aid of Pneumoperitoneum. 
Am. J. Roentgenol., 1921, n. s. viii, 129. 


In a case presenting a slightly tender, very hard, 
smooth mass in the Jower right quadrant of the 
abdomen, a pneumoperitoneum examination made 
with the patient prone ehabled the author to deter- 
mine that the mass was located retroperitoneaily 
and was completely separated from the kidneys. 
Associated destruction of the lumbar spine led to a 
diagnosis of psoas abscess. This diagnosis was 
confirmed by subsequent developments. 

As the patient’s prone position demonstrated the 
retroperitoneal origin of the tumor mass so clearly 
in this instance, a closer study of its possibilities in 
other cases was made. Consideration of the anatomi- 
cal arrangement in this position illustrated its 
value. It was noted that if the patient were sus- 
pended on two blocks, so as to remove all pressure 
from the abdomen, the belly wall sagged down and 
all of the intra-abdominal organs with their mesen- 
teric attachments fell forward, leaving a clear space 
between them and the retroperitoneal structures. 
The liver, being attached by the triangular ligament 
to the diaphragm, dropped forward also to a greater 
or lesser extent in different persons according to the 
location of this attachment, and formed a triangular 
shadow with the apex at the diaphragmatic attach- 
ment. If the patient’s condition was normal this 
space was clear; if a retroperitoneal mass was pres- 
ent, it was encroached upon. 

Examinations made in the manner described 
proved of great value in the diagnosis of two cases of 
new growth involving the left kidney and a case of 
perinephritic abscess. The author gives a detailed 
account of these cases and the roentgen findings. 
When the pathologic process is low down so that 
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the shadow of the mass falls below the shadow of the 
innominate bones, the patient, still in dorsal sus- 
pension, must be rotated slightly toward the side 
of the tumor in order that a view unobstructed by 
the crest of the ilium may be obtained. A case of 
retroperitoneal carcinoma secondary to a carcinoma 
of the bladder was diagnosed in this manner. 

To make a satisfactory retroperitoneal ex- 
amination by means of pneumoperitoneum it is 
essential: 

1. That the. bowels be well cleaned out with 
vegetable cathartics. 

2. That the patient void his urine just before the 
examination. 

3. That little, if any, food be given just prior 
to the examination. 

4. That the abdomen be overdistended with the 
inflating medium. 

5. That the patient be well supported so that no 
pressure will be exerted on the intra-abdominal 
contents. HARTUNG. 


Johnson, H. M.: The X-Ray in the Diagnosis of 
Prostatism. Surg., Gynec. & Obst., 1921, xxxii, 
179. 

The term “prostatism”’ is applied to urinary diffi- 
culties of men caused by obstruction at the bladder 
neck due to glandular enlargement of the prostate, 
fibrous changes within it, or coarctation of the in- 
ternal orifice of the bladder. 

The methods commonly used to diagnose these 
conditions may not give all the desired information 
or it may be impossible or inexpedient to employ 
all of them. The author has found the routine use 
of the roentgen ray of great value. The following 
technique is employed: 

Three roentgen exposures are made. Plate 1 ismade 
with the bladder empty; Plate 2, with the bladder 
filled with room air; and Plate 3, with the bladder 
filled with 10 per cent sodium iodide or bromide 
solution. The purpose of making Plate 1 is to locate 
calculi in the prostate, to discover free or encysted 
calculi in the bladder, and to outline any gas which 
may be present in the bowel and confuse the read- 
ing of Plate 2. Plate 2 outlines the enlarged pros- 
tate and other tumefactions, while Plate 3 outlines 
diverticula and shows the size and shape of the blad- 
der and the presence of saccules or dilated ureters. 

The author does not advocate the use of the 
method described to the exclusion of other methods 
now in use, such as cystoscopy, but recommends it 
as an adjunct to the others. He believes that some 
of the unsatisfactory results following prostatectomy 
will be eliminated by the regular employment of the 
X-ray. ApotpH HartuNc. 


Forssell, G: A Few Notes on the Diagnosis and 
Differential Diagnosis of Tuberculosis in Bones 
and Joints. Arch. Radiol. & Electrotherapy, 1921, 
XXV, 247, 293. 

The object of this article is to give a short résumé 
of the distinctive features which, from experience, 


may be regarded as typical in the roentgen picture 
of tuberculosis in bones and joints, and to emphasize 
the most important diagnostic possibilities, the 
sources of error and the difficulties which are 
commonly encountered in the differential diagnosis. 

It is essential, if a tuberculous lesion of a bone or 
joint is to be seen in the roentgenogram, that the 
change of relative density be sufficient to permit 
its recognition as a deviation from the normal. If 
it is not sufficiently advanced, as is frequently the 
case in early tuberculosis, it will not be seen in the 
roentgenogram. A lesion which on one occasion 
may give no roentgen evidence of its presence may 
often after only a short interval yield appearances 
which are more or less diagnostic. 

A number of cases of typical bone and joint tuber- 
culosis are described minutely as regards the roent- 
gen findings and are illustrated by roentgenograms. 
The distinctive features in the roentgen examination 
which guide one’s judgment are the localization of 
the bone foci, principally to the epiphyses, the purely 
destructive character of the change in the bone in 
its progressive stages, the usual round shape of the 
epiphyseal foci, the ‘‘ vitreous atrophy” due to the 
reduction of mineral matter in adjacent bones, the 
reduction of the articular cartilages, the erosion of 
the bone and cartilaginous surfaces, condensation 
and thickening of the articular capsule, and the 
presence of abscess shadows. Each of these symp- 
toms in itself does not, as a rule, constitute a diagnos- 
tic sign of tuberculosis, but when they are all taken 
together and compared with the pictures presented 
by other forms of disease they will frequently give a 
decisive verdict with regard to the diagnosis. 

The roentgen examination furnishes important 
evidence also in the differential diagnosis of condi- 
tions which may resemble bone and joint tuber- 
culosis clinically. Koehler’s disease of the tarsus is 
distinguished by a displacement of the mineral 
matter in the scaphoid to the center of the bone 
where it produces a lamellar formation composed of 
smaller laminz or islands of tissue more abundant in 
lime salts. It differs in the roentgen plate from the 
usual picture of tuberculosis in that the cartilagi- 
nous body of the scaphoid is preserved so that the 
distance from the proximal surface of the first cunei- 
form to the head of the astragalus is normal; con- 
sequently the general decrease in density of the 
tarsus is lacking. Moreover, the scaphoid, in spite 
of the great changes, develops to normal size, form, 
and structure in the course of a few years. 

Perthes’ or Legg’s disease reveals itself by a 
cleavage of the center of ossification of the head of 
the femur into several irregularly shaped dense 
parts with light intervals, and by a flattening and 
pressing out of the epiphysis and loosening of the 
upper bone surface on the neck. Schlatter’s disease 
of the tibial apophysis shows cleavage of the epi- 
physeal nucleus and especially a spotty or “fluffy” 
appearance of the nucleus fragments. In other 
respects the knee joint appears normal. In 
osteochondritis dissecans there is a defect in one of 
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the condyles of the femur around which is a dense 
zone. The rest of the bone structure and mineral 
matter is well preserved in spite of the injury to 
the bone and cartilage; the upper fimits of the 
articular cartilage are preserved and the articular 
capsule is clear and transparent. 

A chronic traumatic arthritis rarely presents bone 
decalcification, and the thickness of the articular 
cartilage is preserved. In septic osteomyelitis there 
is, in addition to the destructive and atrophic 
process, evidence of new bone formation from the 
periosteum. Ricket’s and Barlow’s disease present, 
as a rule, unmistakable roentgen pictures. 

Syphilis may produce changes in bone very 
similar to those of tuberculosis. A typical roentgen 
picture of gummatous osteoperiostitis with thick 
and dense periosteal bone formation, together with 
gummatous bone destruction, is characteristic. 
Hereditary syphilitic osteochondritis and periostitis 
present an uneven zone of condensation in the pri- 
mary layer of cartilaginous ossification, the sur- 
face being toward the diaphyseal as well as the 
epiphyseal surface, a decalcified granular layer in the 
diaphyseal extremity, and a cuff-like periosteal 
bone formation around the diaphyseal extremities. 
At this stage there is little chance for a mistake in 
the diagnosis, but later on, when the osteochondritis 
disappears and only or chiefly the periosteal hood 
remains, confusion with the picture of tuberculous 
spina ventosa is not impossible. 

Gout may cause great destruction of bone. Typi- 
cally, however, it shows blister-like gaps in the out- 
lines of the cancellous tissue and clear outlines of the 
surrounding bone. ‘Traumatisms of joints may 
subsequently give symptoms resembling those of 
tuberculosis but a careful roentgen examination will 
readily clear the diagnosis. Tumors of bone can 
usually be differentiated roentgenographically from 
tuberculosis by their sharp limitation, the expansion 
of the bone, and the absence of surrounding decal- 
cification. 

In conclusion, the author states that the roeuut- 
gen examination can give valuable aid in the direct 
and differential diagnosis of bone and joint tuber- 
culosis. Fallacies of diagnosis based on the roent- 
genogram are due to faulty interpretation of the 
findings which in themselves are accurate and 
infallible. Perfection of technique, experience, good 
judgment, and minute study of the roentgenogram 
are essential if mistakes are to be avoided. 

HARTUNG. 


Pacini, A. J.: A Concept of X-Ray Pathology. V. 
Osteopathy. Med. Rec., 1921, xcix, 218. 


In the study of the X-ray pathology of bone there 
are six structures of interest to the roentgenologist: 
(1) bone tissue, (2) marrow, (3) periosteum, (4) car- 
tilage, (5) synovia, and (6) ligament. The author 
gives a brief description of each. 

In dealing with bones it is ever to be remembered 
that the morbid process runs its course in the mar- 
row, locked up in the firm rigid casing or shell. The 
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effects of the disease are rendered manifest upon this 
shell, but the changes in the shell must not be re- 
garded as the disease itself. In children the epi- 
physeal cartilage may influence the spread of the 
condition. 

Osteopathies may be subdivided into the follow- 
ing groups: (1) congenital osteopathies; (2) de- 
generative, toxic, and endocrinopathic osteopathies ; 
(3) osteopathies of circulatory origin; (4) inflamma- 
tory osteopathies; (5) neuropathic osteopathies; 
(6) parasitic osteopathies; and (7) neoplastic 
osteopathies. 

Congenital osteopathy. The congenital absence of 
bone is immediately recognized in the X-ray pic- 
ture. When there is a variation of more than one 
spinal element there is usually a tendency to viscer- 
optosis. Visceroptosis is more apt to be present 
when there are four lumbar vertebra than when 
there are five. There is but one positive method of 
determining the presence of cervical ribs, i.e., an 
X-ray examination of the entire spinal column. 
This is necessary especially when the cervical ribs 
are double. 

Degenerative, toxic, and endocrinopathic  osteo- 
pathies. When the nutrition of a bony part is im- 
paired, the changes indicating the deviation from 
the normal are associated with variations in the 
radiopacity of the bone. Radiolucency is observed 
as a result of mineral absorption. The changes 
causing radiolucency occur much earlier and more 
quickly than those which induce radiopacity. 

If a muscle or a part is kept at rest for any con- 
siderable length of time, the bones in that part lose 
some of their calcium. The mineral is absorbed by 
the marrow where it comes in contact with the 
bone. The bone assumes a more marked porosity, 
a condition known as “osteoporosis.” 

Rickets is a common disease among young infants. 
It is characterized by a definite change in the epi- 
physeal line but not in the joint surface proper. 
The radiolucency may become so extreme as to 
make it difficult to distinguish between the affected 
rachitic bone and the surrounding soft tissue. 

Periostitis may occur in rickets but is not com- 
mon. In rickets a radiolucent band in the lung 
may sometimes be observed on either side of, and 
just beyond, the shadow of the heart and aorta. This 
is pathognomonic of rickets and due to direct pres- 
sure of the expanded ribs on the lung surface pro- 
ducing a line of atelectasis. 

The X-ray pathology of rickets is manifested by 
halisteresis conducive to bone radiolucency, peri- 
articular swelling, changes at the epiphyseal line 
producing mushroom flarings, fragility leading to 
fractures, occasional periostitis, the atelectatic pul- 
monary band, and the rachitic rosary. 

The X-ray pathology of scurvy centers in and 
around the joint. A white line just back of the 
epiphysis in the shaft margin is the earliest evidence 
of the presence of scurvy. 

Inflammatory osteopathies. From the viewpoint 
of X-ray pathology there are two types of inflamma- 


tion: that due to the usual organisms, including 
staphylococci, and that due to organisms such as 
the typhoid bacillus and pneumococcous which 
produce changes in the marrow impossible to dif- 
ferentiate from those produced by pyogenic organ- 
isms. There are also the inflammatory reactions 
due to invasion by syphilis or tuberculosis which 
produces a somewhat distinctive X-ray pathology 
and is called clinically “specific inflammation.” 
The common sites of osteomyelitis are the shaft 
of the femur, the clavicle, scapula, the ribs, and the 
tibie. This is the order of frequency when the 
infection is primarily of hematogenous origin, but 
any bone in the body may become involved. It is 
seldom that acute osteomyelitis is diagnosed from 


the X-ray plate unless it has reached the stage of 


abscess formation or a considerable area of bone 
has been attacked. Periosteum is never visualized 
on an X-ray plate unless it has undergone a change 
associated with infiltration of radiopaque or radio- 
lucent material, generally calcium salts. 

The X-ray signs of chronic osteomyelitic involve- 
ment are general enlargement of the bone, a more 
radiopaque structure, and a tendency to complete 
obliteration of the medullary canal. 

In chronic periostitis the X-ray picture shows a 
periosteal radiolucent or radiopaque mantle sur- 
rounding the shaft, but less radiopaque than the 
shaft. When of luetic origin, periostitis may assume 
its usual form, but occasionally the deposit of lime 
salts in the periosteal tissue is irregular and unevenly 
distributed. The result is a “lace-like” appearance 
of the elevated periosteum. This lace-like periosteal 
reaction, serrated or tooth-like, is so typical of 
syphilis that it is practically an infallible X-ray sign 
of syphilis. 

In chronic pulmonary periosteopathies the X-ray 
pathology is that of a radiopaque hair-line elevation 
separated from the bone by a markedly radioparent 
space. The X-ray appearance is difficult to differ- 
entiate from that of acute or subacute periostitis 
of a virulent infection in the initial stages. 

According to the X-ray findings, syphilis mani- 
fested in children is generally congenital, while that 
manifested in adults is usually acquired. Acquired 
bone syphilis is rarely, if ever, found in children. 
Syphilis is a stimulant to mineral deposition. The 
deposit of lime salts is shown in the X-ray picture 
by the marked infiltration of calcium in the perios- 
teum. 

In secondary syphilis superperiosteal deposits of 
mineral giving rise to syphilitic nodes become clini- 
cally palpable and are readily visualized in the X-ray 
examination. 

In tertiary syphilis gummata appear. These may 
be either in the form of a circumscribed periostitis, 
causing the formation of round nodes, or may begin 
in the marrow and the spongy part of the long bones. 
Occasionally a phalanx may be affected as in 
dactylitis syphilitica, or a metacarpal bone may 
suffer luetic invasion giving rise to an appearance 
resembling that of a tuberculous “‘spina ventosa.” 
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In bone, the presence of a tubercular focus mani- 
fests itself chiefly by a markedly increased radio- 
parency of the structure. The claim is made that 
it requires nine months for tuberculosis to develop 
changes sufficiently definite to be recognized in 
the X-ray picture. 

In Paget’s disease the X-ray pathology is mani- 
fested by longitudinal areas of radioparency. 

Neuropathic osteopathies. The changes affecting 
a joint in cases of syringomyelia are difficult to dis- 
tinguish by means of the X-ray from Charcot joint. 
In the Charcot joint, however, there is more bone 
destruction and more detritus than in syringo- 
myelia. 

Raynaud’s disease and leprosy give a pointing 
of distal phalanges. Raynaud’s disease usually fails 
to show any signs until it has gone on to gangrene. 

In parasitic osteopathies the X-ray pathology is 
that of a bone cavity. 

Chondromata have a characteristic X-ray appear- 
ance. When pure, they show as hyaline radiolucent 
areas in distinct contrast to the surrounding bone 
and entirely devoid of structure. 

Bone tumors, when typical, are easily recognized 
in the X-ray plate. Malignancy of a growth is 
established if invasion can be demonstrated by the 
X-ray. Invasion is the destructive progression of a 
new growth characterized by the complete replace- 
ment of all tissue in its path. 

It is difficult to differentiate between carcinoma 
and sarcoma by means of the X-ray. The site and 
the patient’s age may suggest the probable charac- 
ter of the tumor. M. I. MALoney. 


Pacini, A. J.: A Concept of X-Ray Pathology. VI. 
Arthropathy. Med. Rec., 1921, xcix, 259. 

In this consideration of arthropathies from the 
roentgen standpoint emphasis is laid first upon the 
two-fold technology involved in making roentgeno- 
grams of joints. First, the exposure should be such 
as to permit the visualization of the bone surfaces 
just outside the joint in order that their relative 
relation may be determined. Second, an entirely 
different set of exposures should be made to show 
the soft parts which surround and involve the joint. 
When an exposure is made in this manner the changes 
in cartilage, particularly those involving early infil- 
tration of calcium salts into the cartilaginous fibers, 
the early villous proliferation of the synovia, and 
incipient clouding of the joint fluid may be recog- 
nized. 

In a normal joint four entities concern the roent- 
genologist: cartilage, synovia, ligament, and fluid. 
The author discusses their radiability and appear- 
ance and the changes they undergo in disease in 
detail. 

Arthropathies are classified as: (1) congenital; 
(2) static and toxic degenerative; (3) those of circu- 
latory origin; (4) inflammatory arthropathies; and 
(5) neuropathies. In discussing Class 1 the author 
directs attention especially to congenital disloca- 
tion of the hip. Class 2 includes conditions in which 
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changes secondary to changes in nearby joints are 
noted. In this class belong Goldthwait’s villous 
arthritis, ganglion carpi, lipoma arborescens, sacro- 
iliac subluxation, and arthropathies following the 
exanthemata such as smallpox, measles, scarlet 
fever, and rubella. The most important clinical 
variety of arthropathy of circulatory origin is the 
bleeder’s joint. 

Class 4 is divided for the convenience of the 
roentgenologist into acute and chronic infectious 
arthritides. The former are subdivided into: (1) 
traumatic, and (2) infectious, and the latter into: (1) 
atrophic, and (2) hypertrophic. Loose bodies in 
joints are discussed at length. The various changes 
seen in gout, gonorrhceal, typhoid, pneumococcic, 
and pyogenic arthritides are described. Generally 
speaking, the roentgen findings are of less posi- 
tive value in the acute arthropathies than in 
the chronic. It is seldom that the exact cause of 
a very acute arthritis can be determined. The true 
nature of the pathology may become apparent only 
after the process is well established and has gone 
on practically to chronicity. 

Of the chronic arthropathies two main types may 
be differentiated: 

1. The type characterized by proliferation of the 
synovia and marrow with associated atrophy of 
the bone and cartilage. This includes chronic 
gonorrhceal and syphilitic arthritis and tuberculosis. 

2. The type characterized by degeneration of the 
synovia and marrow and hypertrophy of the bone 
and cartilage. To this subgroup belong cases 
heretofore described as osteo-arthritis, hypertrophic 
arthritis, and degenerative arthritis, and such lesions 
as Heberden’s nodes and allied conditions. 

A valuable roentgen-ray classification would be one 
which classifies arthritic conditions into three groups: 

1. Subintensive arthritis manifested by swelling 
and synovial changes. This would include all the 
arthritides discussed under the acute forms in the 
classification just given. 

2. Atrophic arthritis manifested by changes in 
the bone density and by cartilage destruction. 

3. Hypertrophic arthritis manifested by an in- 
crease in the bone content of the joint appearing as 
exostoses and other evidences of calcium deposits. 

The neuropathies of Class 5 include the Charcot 
joint. In these conditions the most distinctive sign 
aside from destruction is the absence of atrophy and 
the presence of eburnation. HartuNG. 


Murphy, Hussey, Nakahara, and Sturm: Studies 
on X-Ray Effects. VI. The Effect of the Cellu- 
lar Reaction Induced by X-Rays on Cancer 
Grafts. J. Exper. M., 1921, xxxiii, 299. 


The theory that cancer tissue in general is more 
susceptible to injury by the X-rays than normal 
tissue has been the subject of extensive investigation 
by the authors, and as far as they have been able to 
determine from the literature no conclusive proof 
has been brought forth to substantiate this theory. 
Undoubtedly cancer cells may be killed by the 


X-rays, but experiments show that the X-ray dosage 
which can be given to man without causing burns 
and other deleterious effects is not sufficient to kill 
the cancer cell in vitro. 

In general the authors believe that in the treat- 
ment of human cancer the X-rays have given 
uniformly beneficial results in only one type of 
malignant disease, namely, skin cancer, particularly 
of the basal-cell epithelioma type. Many explana- 
tions have been brought forward to account for the 
fact that these growths are so easily affected while 
other cancers, lying just beneath the skin, and there- 
fore almost as accessible to the rays, yield less uniform 
results. It was concluded by X-ray workers that 
the difference depended on dosage; accordingly 
they endeavored to increase the amount of X-rays 
delivered to the diseased area. However, even very 
large doses of X-rays have failed to give uniformly 
good results in any but superficial cancers, although 
sometimes they caused a slowing down of the 
progress or even a temporary cessation of growth. 
Actual retrogression rarely occurred. In the vast 
majority of instances the treatment had no effect, 
and even in the few cases in which there was im- 
provement the benefit was only temporary. 

Aside from skin cancer the only other tumors 
greatly affected by the X-rays are the sarcomata 
arising from the testicle and certain lymphoid 
tumors. It was interesting to the authors to note 
that the tissues from which these tumors arise are the 
most sensitive to the X-rays of all normal tissues. 
Here again it was doubtful whether the malignant 
tissue was any more sensitive than the normal 
tissue from which it arose. With regard to the 
susceptibility of normal and cancer cells to the ray 
the authors give most attention to the following 
two theories: (1) the dividing cell has an increased 
susceptibility to the X-rays, and (2) the effect 
obtained by X-ray therapy is due to the induced 
obliteration of the blood vessels which diminishes the 
nutrition delivered to the new growth. 

Studies carried out previous to this investigation 
and extending over several years emphasized the 
close relationship between the lymphocytes and 
resistance or susceptibility to cancer growths. They 
showed also that the lymphocyte is greatly affected 
by the X-rays since it was possible either to stimu- 
late the production of these cells by small doses or 
practically to destroy all the lymphoid tissues of the 
body by larger doses. 

In looking for an explanation of the results of the 
treatment of cancer in man with the X-rays in the 
light of these findings the authors noted two inter- 
esting observations in the literature; first, that in 
treating cancer of the skin the method found to be 
best is the one in which a dose sufficient to produce a 
so-called X-ray erythema is given, the dose not being 
repeated until this erythema has subsided; and 
second, that the so-called X-ray erythema, when 
studied histologically, consists of a lymphoid infiltra- 
tion of the skin layers which does not extend to the 
subcutaneous or deeper tissues in addition to the 
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dilation of the blood vessels, etc. Hence it seemed 
not impossible that this important difference might 
account for the discordant results of the treatment of 
skin cancers and those of the deeper tissues. A series 
of experiments were planned to test this point. 

It seemed probable to the authors that the cause 
of the X-ray action in rendering an area unsuitable 
for cancer growth is the local cellular reaction in- 
duced in this tissue. Their experiments covering 
the point that the beneficial effect of the X-rays 
depends on the induced blood-vessel changes with 
a resultant deficiency of nutrition to the tumor cells 
showed that at no stage of the erythema or later 
during the retrogression of the tumor was there any 
evidence of obstruction to the local blood supply. 
In other cases they found that the apparent retro- 
gression of the nodule was due simply to the destruc- 
tion of the lymphoid elements of the gland, no effect 
whatever being exerted on the cancer cells. 

The experiments were made on mice. Small 
areas of the skin in the groin were subjected to an 
erythema dose of the X-rays and a week later a 
cancer graft was inoculated intracutaneously into 
the area and at the same time a similar graft was 
inoculated in the same manner in the opposite 
groin which was protected from the X-rays. The 
grafts in the X-rayed area showed a low percentage 
of takes, while those in the normal skin gave the 
usual high percentage. When the graft was intro- 
duced into the subcutaneous tissues it grew equally 
as well in the X-rayed area as in the protected area. 

Histologic examination showed that a few days 
after X-ray treatment the skin layers were markedly 
infiltrated with round cells of the lymphoid type. 
The reaction did not extend deeper than the skin 
layers. The authors suggest that this local lymphoid 
reaction induced by the X-ray controlled the graft 
made into the skin, while its absence in deeper 
tissues accounted for the growth of the grafts 
more deeply implanted. G. E. BEILey. 


LEGAL MEDICINE 


Association Not Liable for Expenses of Member 
Sick at Distant Place. International & Great 
Northern Ry. Employees’ Hospital Association vs. Bell 
(Texas), 224 S. W. R., p. 309. 


The International and Great Northern Railway 
Employees’ Hospital Association, as stated in its 
charter, was formed to provide, under such rules 
and regulations as might be prescribed by the Board 
of Trustees of the Association, medical and surgical 
treatment for those of its members who are injured 
or disabled by accident or sickness while in the 
employ of the railway company. Under the con- 
struction of the rules, the plaintiff was promised 
medical treatment only in case of accident or sick- 
ness occurring along the line of the road where, 
according to the evidence, the Association had in its 
employ about 100 physicians and surgeons to treat 
its members. If a member were treated by one of 
these physicians or surgeons elsewhere than in the 


Association hospital such treatment could be given 
only temporarily or if the member was too 
seriously injured or sick to be removed to the 
hospital. 

The plaintiff was unfortunate in that his sickness 
befell him where he could not obtain the treatment 
to which his payment of the Association dues would 
have entitled him if his sickness had occurred where 
the facilities for his treatment provided by the 
Association were available. His misfortune, how- 
ever, would not justify the extension of the benefits 
promised him by the Association and the imposi- 
tion of obligations on the Association beyond the 
terms of the contract as evidenced by the Associa- 
tion’s charter and rules. The court, therefore, held 
that he was not entitled to recover hospital, medical, 
or surgical expenses incurred by him during a 
serious spell of sickness, stated to have been typhoid 
fever, which befell him in St. Louis while he was 
performing the duties of his employment by the 
International and Great Northern Railway Com- 
pany. J. A. CASTAGNINO. 


Damages Allowed for the Loss of an Eye. P. 
Lorillard Co., Inc., vs. Clay (Va.), 104 S.E. R. , P- 384. 


The Supreme Court of Appeals of Virginia reduced 
a judgment from $15,000 to $10,000 as damages for 
the loss of an eye by an unskilled workman about 21 
years of age who had been earning $14.00 a week 
before his injury and subsequently returned to his 
old job at an increase in wages of $4.00 a week. 

There is no rule of law fixing the measure of 
damages in cases of this kind, and a verdict will not 
be disturbed unless it appears that it has been 
influenced by partiality or prejudice. The attend- 
ant suffering and the subsequent incapacity to 
follow a usual calling may be different in different 
cases. When the facts in a number of cases are 
substantially the same, however, the compensation 
to be made therefor ought not to be left wholly 
indeterminate or wholly dependent on the verdict 
in a particular case if any means can be discovered 
by which the amount of the compensation can be 
reasonably approximated. 

In 18 cases arising in 10 different states in which 
verdicts for the loss of an eye met the approval of the 
appellate courts the verdicts ranged from $1,400 
to $15,000, the average of the whole being $5,424. 
Many of these cases, however, were decided years 
ago before the cost of living increased to its present 
level. This increase is a legitimate item to be taken 
into account in fixing the compensation to be made 
for personal injuries. J. A. CAsTAGNINO. 


Death of Hospital Employee from Influenza as 
“Injury.’’ City and County of San Francisco vs. 
Industrial Accident Commission et al. (Calif.), ror 
Pac. R., p. 26. 


A hospital steward was taken with influenza, 
Oct. 15, 1918, and died of that disease eight days 
later. It was contended that the awarding of com- 
pensation under the Workmen’s Compensation Act 


a 

q 

a 

a 

i \ 

| 

| 

{ 


56 INTERNATIONAL ABSTRACT OF SURGERY 


for a death from disease not caused by a bodily 
injury suffered through violence was beyond the 
powers of the Commission under the provision of 
the State constitution at that time authorizing the 
legislature to create and enforce a liability on the 
part of employers to compensate their employees 
for injury in the course of their employment. How- 
ever, in view of the fact that the word “injury” has 
two possible meanings, a broad one and a narrow 
one, and the fact that the legislature in construing 
this provision placed on the word the broader mean- 
ing, the provision of the Workmen’s Compensation 
Act declaring a disease arising out of employment is 
an injury for which compensation shall be paid is 
held to be operative and controlling, and is not 
unconstitutional. 

It was further contended that the hospital 
steward did not contract the influenza because of 
his employment as an epidemic of the disease was 
raging in the city at the time and was so general 
that every member of the community was exposed 
to it to a greater or less extent and one out of every 
ten in the city contracted it. On the other hand, the 
evidence showed that the incubation period of the 
disease is from one to four days, that the steward 
in the course of his duties during the five days pre- 
ceding his illness had been obliged to handle, and 
had been exposed to, at least twelve developed 
cases of influenza; that so far as known he was not 
exposed to any cases except in the course of his 
employment; that he lived only half a block from 
the hospital where he was employed, and during 
the two weeks preceding his illness had been work- 
ing very hard and had gone directly from his home 
to his work and from his work to his home, and had 
not been out; that his exposure because of his work 
was far greater than that of the average person; 
and that among the nurses in the hospitals of the 
city, a class exposed in much the same degree as he 
was, the number who contracted the disease varied 
from 50 to 85 per cent. 

Medical testimony also was to the effect that the 
steward contracted the disease as a result of his 


peculiar exposure to it incidental to his employ- 
ment. The number of persons similarly exposed 
who were attacked was so great as compared with 
the number of those not so exposed that it could 
not be said that the Commission was not justified 
in concluding from it, in connection with the other 
facts, that the steward’s illness was due to the 
peculiar exposure of his employment. This con- 
clusion was the more justified by the fact that it 
coincided with the opinions of most of the physicians 
who testified. The opinions of physicians on a 
point of this character are entitled to consideration 
since it is a part of the vocation of the physician to 
observe the manner in which diseases are spread 
and to draw conclusions from such observations. 
J. A. CAsTAGNIno. 


An Insane Person Cannot Be Called in Good Health. 
Harris vs. New York Ins. Co. (W. Va.), 104 S.E. R., 
p. 121. 


The insurance company set forth that among 
the replies made by the insured in her application 
she stated that her father had died at the age of 65 
years from septicemia, that he had been ill only 
one month before his death, and that previous 
to the last month of his life his health had been 
good. It was discovered, however, that until one 
month prior to his death her father had paresis and 
had been confined in an insane asylum for nine 
years. As to the condition of his health prior to 
the illness which resulted in his death it might be 
said that the answer of the insured was but the 
expression of an opinion on her part. Such an 
opinion, however, must be an honest opinion and 
made in good faith. As the insured knew that her 
father had been afflicted with paresis for nine years 
and had been confined in an insame asylum because 
of that affliction it cannot be said that her answer 
was made in good faith. The argument was brought 
up also that insanity is not a disease within the 
meaning of the policy, but the court held that a 
mental disease is no less a disease than a physical 
disease. J. A. Castacnrno. 


GYNECOLOGY 


UTERUS 


Cunéo, B., and Picot, G.: The Technique of Peri- 
neal Hysterectomy for Cancer of the Uterine 
Cervix (Technique de Ilhystérectomie périnéale 
pour cancer du col de lutérus). J. de chir., 1921, 
xvii, 193. 


In the authors’ opinion perineal hysterectomy 
ought to be better known and more frequently used. 
They do not propose to substitute it for abdominal 
hysterectomy, but state that every surgeon, even 
though he be a partisan of abdominal hysterectomy, 
knows that often the latter is not applicable and 
that in such cases the perineal method can be sub- 
stituted advantageously. In this article the authors 
describe the use of perineal hysterectomy only in 
cases of cancer of the cervix. Like the majority of 
French surgeons they believe that the enlarged 
abdominal hysterectomy is usually the method of 
choice in cervical cancer, but when the patient is 
more or less obese and the abdominal wall and deep 
organs are very fat, the surgeon works with diffi- 
culty by the abdominal route. In such patients 


the perineal region differs but slightly from the 
normal. 

Spinal anesthesia is the method of choice. The 
patient is placed in the reversed perineal position. 


The incision is that of Zuckerkandl’s perineal 
laparotomy. The vagina is separated from the 
rectum as far as the Douglas pouch. The further 
stages of the operation consist of incision of 
the posterior vaginal wall; transverse incision of the 
vagina; closure of the vagina with liberation of the 
vaginal segment above the section made posteriorly 
up to the Douglas pouch; denudation of the lateral 
walls; denudation of the cervix and proper disposi- 
tion of the ureters; exposure of the vesico-uterine 
peritoneal cul-de-sac; methodical ligation of the 
arteries; bilateral section of the uterosacral liga- 
ments; ligation of the round and lumbo-uterine 
ligaments; ablation of the uterus and adnexe; 
toilet of intestinal loops; and closure. The authors 
prefer to reconstruct the posterior wall from what 
remains of the vagina by suturing and to tampon 
the rectovaginal space. 

It is not essential that the different stages of the 
operation follow each other in the order given; 
variations may be made according to the judgment 
of the surgeon. 

It is best not to cut into the uterus any more than 
necessary but a limited anterior hemisection may 
be of advantage. 

Clinically perceptible extension of the lesions is a 
contra-indication to perineal hysterectomy, and if 
extension is found in the course of operation opera- 
tive complications are to be expected. 
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The mortality of perineal hysterectomy is very 
low if care is taken to operate only in cases in 
which the neoplastic infiltration is relatively 
limited. Other things being equal, perineal hysterec- 
tomy is unquestionably less serious than abdominal 
hysterectomy. 

The end-results are very satisfactory. The 
authors’ first operations were performed about 
twelve years ago and several of the patients are still 
without recurrence. Such a result is not surprising 
as the perineal route permits just as wide removal 
of the parametrium as the abdominal route. Abla- 
tion of the glands however, is impossible by the 
perineal route. W. A. BRENNAN. 


Okinczyc, J., and Huet, P. A.: A Case of Didelphic 
Uterus: Unilateral Salpingitis and Unilateral 
Hysterectomy (Un cas d’utérus didelphe; salpingite 
unilatérale et hystérectomie unilatérale). Gynéc. et 
obst., 1921, iii, 15. 

The authors’ case was that of a woman of 21 years 
who entered the hospital on account of pain in the 
right side following an abortion during the third 
month of pregnancy. 

Clinical examination showed two independent 
vagine. The right vagina showed no trace of a 
hymen, but the hymen in the left vagina was almost 
intact, being disinserted only from the septum sepa- 
rating the two vagine. There was also a double 
cervix. Above the symphysis and to the right of the 
median line a mass could be felt which resembled a 
small uterus in anteflexion and was painful on 
palpation. In the right Douglas pouch was a round 
fluctuating, mobile, and painful tumefaction. 

Operation confirmed the clinical findings. There 
were two unicornate uteri. The left organ was small 
but its round ligament and adnexe were entirely 
normal. The right uterus was larger and slightly 
adherent to a diseased adnexal mass covered by the 
omentum. The two uteri were separated by a 
vesicorectal septum. Subtotal hysterectomy on the 
right side was followed by recovery. 

The patient had never suspected the presence of 
the malformation and it had not been discovered 
by physicians who made earlier examinations. It 
had offered no obstacle to menstruation. These facts 
suggest that malformations of this type may not be 
so rare as is believed. The abortion was attributed 
by the patient to a fall, but the malformation may 
have been the real cause. A malformation of this 
type, however, is perfectly compatible with a normal 
pregnancy. In such cases also utero-adnexal lesions 
are strictly unilateral if only one vagina has been 
infected. 

The implantation of the tubes was normal and 
each uterus had a broad ligament which was normal 
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but small. The intraligamentary position of the 
uterus on the right side was also normal and the 
ureter had not been compressed. The internal 
border of each uterus was in no way attached to the 
vesicorectal septum separating the uteri from each 
other. Such a septum has been found in a number 
of cases of didelphic uteri and in the authors’ 
opinion is a rest of the wolffian and muellerian ducts. 
W. A. BRENNAN. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Greenberg, J. P.: A Clinical Study of Tuberculous 
Salpingitis Based upon 200 Cases. Bull. Johns 
Hopkins Hosp., 1921, xxxii, 52. 

The findings in 200 cases of tuberculous sal- 
pingitis and the conclusions drawn from them are 
summarized as follows: 

1. Tuberculous salpingitis was found in nearly 1 
per cent of all women admitted to the gynecological 
service of the Johns Hopkins Hospital. 

2. It was found one and a half times as fre- 
quently among colored women as among white 
women. 

3. Out of every 13 abnormal tubes removed at 
operation, 1 was tuberculous. 

4. Nearly three-fourths of the patients were 
between 20 and 4o years of age. 

.5. Sixty per cent of the married patients were 
sterile. 

6. A family history of tuberculosis was reported 
in 22.5 per cent of the cases, while in an additional 
2.5 per cent the consort had active pulmonary tu- 
berculosis. 

7. The chief complaint was pain (74.5 per cent). 
Usually this was situated in the lower abdomen 
(82.5 per cent). 

8. Not much information was obtained from the 
menstrual history. However, 62 per cent of the 
patients had dysmenorrhcea and 41.5 per cent had 
menorrhagia. Only 6.5 per cent had amenorrhcea. 

9. Seventy-two per cent of the patients had 
leucorrhcea. 

10. Nearly half of the patients had dysuria, 
nycturia, or pollakiuria. 

11. More than half of the patients were con- 
stipated. 

12. Approximately one-fourth of the patients 
attributed the onset of their symptoms to some 
uterine activity (menstruation, pregnancy, etc.). 

13. Half of the patients had lost weight during 
their illness. 

14. The physical examination presented no 
characteristic findings. 

15. About one-fourth of the patients had pul- 
monary tuberculosis. 

16. Pre-operative elevation of temperature was 
recorded in 62.5 per cent of the cases. 

17. There was usually either an absolute or a 
relative leukopenia. 

18. In one-half of the cases the hemoglobin 
was below normal limits. 
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19. The correct diagnosis before operation was 
made in only 13 per cent of the cases and in more 
than half of these it was aided by ascites. 

20. A radical operation was performed in 53 
per cent of the cases. 

21. Complications during operation occurred in 
14.5 per cent. 

22. One hundred and four cases were drained. 
In 17.3 per cent of these a fecal fistula developed. 
Abdominal fecal fistula occurred three times more 
frequently among the cases drained abdominally 
than among those drained through the vagina. 

23. In one-third of all the cases there was sup- 
puration of the abdominal incision. 

24. There was no fecal fistula in any case not 
drained. 

25. The incidence of fecal fistule among the 
cases in which the bowel had been injured was 48 
per cent, whereas among the cases in which the 
intestines had remained intact it was only 3.4 per 
cent. The patients with pre-operative fever 
developed fecal fistula more than twice as frequent- 
ly as those without fever. 

26. Urinary fistule occurred 5 times (2.5 per 
cent). 

27. The order of frequency of involvement of 
the pelvic organs was as follows: tubes, uterus, 
ovaries, cervix, and vagina. Tuberculosis of these 
organs was found associated with tubal tubercu- 
losis as follows: uterus, 72.6 per cent; ovaries, 33.1. 
per cent; cervix, 3.5 per cent; and vagina, 0.5 per 
cent. 

28. In 99 per cent of the cases both tubes were 
involved. 

29. In 68 per cent the peritoneum was involved, 
and in 3 per cent the appendix was tuberculous. 

30. In17 per cent myomata uteri were associated 
with the tuberculous process. 

31. In only 2 per cent was there associated in- 
volvement of the urinary tract. 

32. The prognosis is grave in the presence of 
tuberculosis elsewhere in the body, when there is 
fever, and when the peritoneum is involved. 

33. The operative mortality was 7.6 per cent. 
This includes all the patients who died in the 
hospital. 

34. By means of follow-up letters, etc., 90 
patients were traced. Out of this number, 78 were 
found to be living from two months to thirty years 
after the operation. Nearly all those who are alive 
are in good condition. EvGcENE Cary. 


MISCELLANEOUS 


Corner, G. W.: Internal Migration of the Ovum. 
Bull. Johns Hopkins Hosp., 1921, xxxii, 78. 


An ovum discharged from an ovary ma: pass 
through the opposite tube, and when the uterus is 
bicornate, may find lodgment in the opposite 
uterine cavity. In swines’ uteri, which are long, 
tubular, and bicornate in type, it is frequently 
found that one horn contains a greater number of 
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embryos and the other a smaller number than the 
number of corpora lutea in the corresponding ovary. 

In human uteri detection of this phenomenon is 
difficult, but clear cases have been reported, such 
as cases of tubal pregnancy in which the corpus 
luteum was found in the opposite ovary and cases 
in which pregnancy occurred when one ovary and 
the opposite tube were removed. 

It is obvious that there are two possible modes of 
migration; the ova either pass from the ovary into 
the abdominal cavity and thence directly into the 
opposite tube (external migration), or they travel by 
way of the homolateral tube into the uterus and 
thence to an area of implantation in the contra- 
lateral cornu (internal migration). In man, the 
rabbit, and the cat, in whom the distal tubal ex- 
tremity opens freely into the abdominal cavity, 
there is no anatomical bar to external migration. 
External migration is favored also by the action of 
the cilia and by the peristaltic waves of the tubes. 

In swine, Corner has shown experimentally that 
migration occurs usually by the internal route. He 
believes that the reason for the migration is physio- 
logical; that it occurs in order that individual embryos 
of large litters may have a fair share of space in the 
uterine cavity. Since the right and left ovaries often 
discharge very unequal numbers of ova, overcrowd- 
ing would result in one cornu were it not for the 
migration which occurs from the more crowded to 
the less crowded side and thus evens the number of 
embryos in each cornu. 

The anatomical mechanism of internal migration 
is open to discussion, but there can be very little 
doubt that embryos are shifted by the peristaltic 
action of the uterine musculature. This must be 
postulated in order to explain the regular spacing 
of implanted embryos in the uterine cavity of swine. 

SAMUEL KAHN. 


Graves, W. P.: The Gynecological Significance of 
Appendicitis in Early Life. Arch. Surg., 1921, ii, 
315. 

The author reviews. this subject with especial 
reference to that neglected aspect of it which is 
represented by the infections descending from 
the appendix as a primary focus. His attention has 
often been drawn to this condition by encountering 
extensive pelvic adhesions in women who had suffered 

from early appendicitis and in whom the chance of a 

gonorrhceal ora puerperal infection could be excluded. 

Clado’s ligament exerts at the most only an in- 
cidental influence in conducting infection to or from 
the pelvis. 

_ A primarily affected appendix may transmit its 

infectious process to the pelvis by contact, by 

gravity, and through the agency of the subperitoneal 
cellular tissue. Inflammations of the pelvic organs 
involve the appendix secondarily only by contact. 

This statement applies to gonorrhceal salpingitis, 

puerperal peritonitis, and neoplastic tumors of 

the uterus and its adnexa. It is probably pertinent 
also for the most part to genital tuberculosis. 


It is noted that unless the implicating process is 
very destructive, appendicitis secondary to in- 
flammation of the adnexa is of the nature of a 
peri-appendicitis. On the other hand, infectious 
processes transmitted to the pelvis from a primary 
appendicitis by gravity or contiguity are essentially 
peritonitic in character so that a secondary salpingi- 
tis, for example, would ordinarily be of the nature of 
a perisalpingitis. 

It is entirely probable that during the inflamma- 
tory periods of a chronic appendicitis a serous or 
serofibrinous exudate is produced which finds its way 
by gravity into the true pelvis. Such an exudate 
is often encountered in apparently uncomplicated 
pelves. 

The pathologic tissue changes which take place 
later in a secondary pelvic inflammation depend on 
the severity of the initial appendicular infection. 
When there has been an overwhelming flood of pus 
in the pelvis the resulting adhesive peritonitis may 
be so extreme as to involve the uterus and adnexe 
on both sides. The immature uterus becomes 
fixed, usually in the position of retrocessed ante- 
flexion, and is prevented from attaining its full 
development. 

One of the most serious consequences of ap- 
pendicitis in early life with pelvic involvement is 
sterility. 

In a series of 47 cases of ectopic pregnancy Graves 
found the condition only slightly more frequent on 
the right side than on the left side. In the right- 
sided cases the appendix was found diseased in 80 
per cent, whereas in the left-sided cases it was 
diseased in only 57 percent. These figures, though 
based on only a small number of cases, are at least 
suggestive that appendicitis must be reckoned with 
as an important factor in extra-uterine pregnancy. 

In a high percentage of the cases of genital 
abnormalities which produce symptoms of essential 
dysmenorrhcea there is associated disease of the 
appendix. The question as to whether there is any 
causal relationship between the two conditions 
has not yet been satisfactorily answered. 

Three cases are reported. E. L, Cornett. 


Williams, J. T.: Primary Disease of the Pelvic 
Lymphatic Glands. Boston M. & S. J. 1921, 
clxxxiv, 194. 


Williams reports three cases of enlargement of the 
pelvic glands giving rise to striking clinical mani- 
festations. The observance of these cases has led 
him to conclude that such glandular enlargements 
are not infrequent though seldom recognized. The 
term “primary disease of the pelvic lymphatic 
glands” is, perhaps, somewhat inaccurate inasmuch 
as, with the exception of lymphosarcoma or 
Hodgkin’s disease, involvement of any part of the 
lymphatic tract must be secondary to a process in 
some other organ or tissue. 

In all three cases the mass in the pelvis was close 
to the pelvic brim and independent of the uterus 
and its appendages. All of the patients complained 
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of abdominal pain. In two cases it was restricted to 
the right iliac fossa, while in one it was localized 
along the course of the ureter and in the kidney 
region, being due to occlusion of the ureter by the 
pressure of the glandular mass. Psoas spasm was 
present in two cases and must be regarded as an 
important symptom. An X-ray examination of the 
spine was necessary to rule out the mass and con- 
tracture due to psoas abscess from spinal caries. 
The white cell count ranged between 9,000 and 
11,600. 

The treatment of disease of the pelvic lymph 
glands is the same as that of enlarged or diseased 
glands elsewhere in the body. A mass containing 
pus should be opened. When the glands are 
acutely inflamed but suppuration has not taken 
place the treatment should be restricted to rest and 
cold applications. When the enlargement of the 
glands is sufficient to cause pressure on important 
organs and does not rapidly subside under palliative 
treatment, excision is indicated. 

Williams’ conclusions are that primary enlarge- 
ment of the pelvic lymph glands is a distinct clinical 
entity not generally recognized in gynecology and 
that the diagnosis must be based upon a pelvic 
mass definitely separate from the uterus and its 
appendages which gives rise to pain and tenderness 
referred to the iliac fossa of the affected side, with 
or without elevation of temperature and with or 
without psoas spasm on the affected side. 

Marcaret I. MALONEY. 


Nicolieff, F.: The Transperitoneal Route in the 
Treatment of Vesico-Utero-Vaginal Fistulz 


(La via transperitoneale nella cura delle fistole 
vesico-utero-vaginale). Riforma med., 1921, xxxvii, 
199. 


In 1919 the author had occasion to treat a com- 
plicated vesico-utero-vaginal fistula in a woman 23 
years of age. For various reasons the technique of 
Follin or Trendelenburg or other established pro- 
cedures could not be well applied in this case, and 
it appeared to the author that the transperitoneal 
route, described first by Dittel of Vienna in 1893, 
was most suitable. While in Dittel’s case and a 
second case treated by Forgue the method failed, 
both failures were due to errors in technique. 
Nicolieff concluded that the cause of failure lay in 
the fact that both Dittel and Forgue sutured the 
fistula vertically and did not concern themselves 
with the ureters. In Nicolieff’s opinion the isolation 
of the ureters is necessary in order to obtain com- 
plete separation of the bladder from the uterus and 
vagina and to prevent traction on the sutures in the 
orifice of the fistula and injury to the ureters in the 
course of the operation. Moreover, horizontal suture 
appeared to him to be best adapted to resist lateral 
strain. An operation based on these conclusions was 
entirely successful. . 

Nicolieff believes that the use of the transperi- 
toneal route in the treatment of vesico-utero- 
vaginal fistula is much simpler in technique than 


the transvesical and subperitoneal routes. The 
only objection that can be made against it is the 
danger of infecting the peritoneal cavity with urine. 
This danger can be obviated, however, by taking 
care to isolate the operative field well with large 
gauze compresses. 

The suturing should be done in three planes with 
catgut and with round needles. The first plane 
should include the mucosa alone and the other two 
planes should be Lembert sutures. 

W. A. BRENNAN. 


Ward, G. G., Jr.: The Operative Technique Em- 
ployed in the Closure of an Extensive Vesico- 
Urethro-Vaginal Fistula. Surg., Gynec. & Obst., 
1921, XXXll, 150. 


Ward reports the following case: 

Mrs. M. S., aged 29, came under his care at the 
Woman’s Hospital in May, 1919, complaining of 
complete inability to hold the urine since an instru- 
mental delivery four years previously. She had been 
married eleven years. Ten years previously, when 
seven months pregnant, she was delivered with 
instruments of a still-born child. She was lacerated 
and the lacerations were repaired. The exact nature 
of the labor is unknown but she was in bed for one 
month. She then had seven spontaneous mis- 
carriages in the next six years at the end of from 
two and one-half to five months of pregnancy. 
Each miscarriage was followed by curettage. On 
December 8, 1915, when she was six and one-half 
months pregnant with twins, the membranes 
ruptured spontaneously and an instrumental de- 
livery was performed. On the seventh day post- 
partum urine flowed continuously from the bladder. 
Two months later an unsuccessful attempt was made 
to close the opening in the bladder, and in the follow- 
ing four years 13 other unsuccessful attempts were 
made by three different surgeons. Three years ago, 
during one of these attempts, an abdominal hyster- 
ectomy was done, but for what reason it has not 
been possible to ascertain. 

In addition to the continuous escape of urine, the 
patient complained of a burning pain in the vagina 
and vulva and above the pubes, and constant dis- 
tress due to the extensive excoriations over the vulva 
and thighs. 

The patient was a well developed woman, 5 ft., 
5 in. in height, weighing 150 lb., and in good general 
physical condition. The examination showed that 
the external genitals and the vagina were cedem- 
atous, red, and excoriated, numerous phosphatic 
deposits being embedded deeply in the tissues. 
The entire anterior vaginal wall and the base of 
the bladder were absent and the ureters opened 
into the vagina. The vaginal margins of the fistula 
were very much inflamed and bled easily when 
touched. The urethra was absent with the excep- 
tion of a small, thin quadrangular flap of tissue, "2 
to 34 in. in length, which hung dependent from the 
vestibule and was perforated by the external 
meatus. The cervix had apparently been ampu- 
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tated independently, evidently in a supravaginal 
operation, as a stump could be palpated above 
the flush vaginal vault. The pelvic floor was 
moderately relaxed. The possibility of curing this 
large vesico-urethro-vaginal fistula with loss of the 
urethra seemed hopeless in view of the extensive 
loss of tissue. 

It was obviously impossible to attempt any 
operative procedure until the inflamed condition 
of the parts had been cleared up and the phosphatic 
deposits had been removed. The patient was kept 
in bed and treated by means of hot douches and 
boroglyceride packs. Zinc oxide ointment was 
used externally. She was given also the preparation 
so successfully used by Emmet to render the urine 
acid and to prevent the formation of phosphatic 
deposits: 1 dr. of benzoic acid, 2 dr. of sodium 
borate in 8 oz. of water, given in water, one table- 
spoonful three times a day, the dose being reduced 
to 1 dr. after four days. 

The removal of the phosphatic deposits was an 
extremely painful process and it was necessary to 
anesthetize the patient repeatedly. This course 
of preparatory treatment was continued for a 
period of six weeks, at the end of which time the 
inflammation had subsided. 

On July 7, 1919, an operation was done. The 
author gives a great part of the credit for the suc- 
cess of this operation to the fact that it was per- 
formed with the patient in the Bozeman position. 

A strip of tissue was excised around the margin 
of the fistula and the vesical mucosa brought 
together with interrupted sutures of No. 1 tanned 
catgut. A second layer of silkworm gut was then 
passed through the vaginal mucosa and denuded 
tissue to bring the edges together and the flap 
around the urethra was carried up. 

A self-retaining catheter was used for twelve 
days, being kept clean by irrigation with boric acid 
solution and changed every four or five days. 

On the twelfth day the catheter and the stitches 
were removed and the result was wholly satisfactory. 

EUGENE Cary. 


Wharton, L. R.: Pelvic Abscess: A Study Based on 
a Series of 716 Cases. Arch. Surg., 1921, ii, 246. 


The diagnosis of a typical case of pelvic abscess 
presents but few difficulties. Atypical cases, how- 
ever, are common and are frequently mistaken for 
solid and cystic tumors of the pelvic organs. 

There are many ways in which a pelvic abscess 
may originate. In the presence of infection it may 
be due to the degeneration of pelvic tumors, either 
benign or malignant, ruptured extra-uterine preg- 
nancy, rupture of the appendix, or rupture of cystic 
ovarian tumors. Abscesses due primarily to infection 
in the female genital organs constitute by far the 
largest group. These are of three clinical types: 
gonorrhoeal, puerperal, and tuberculous. The 
classification of cases of pelvic abscess on the basis 
of the bacteriological findings is usually unsatis- 
factory because in many instances the organism 


which originally caused the infection has disappeared 
and sterile pus is obtained, while in others secondary 
invaders have completely masked the picture. 
However, as the author found that these cases 
usually fall into three groups on the basis of their 
clinical characteristics, he has adopted this classifica- 
tion as the basis of his differentiation. While it 
presents the usual clinical inaccuracies, it corre- 
sponds in many instances to the bacteriological 
findings when they are positive. When viewed from 
the standpoint of clinical chracteristics, the types 
are fairly distinct—in the history of the development 
of the disease, its localization, its complications, the 
postoperative convalescence, the relative mortality, 
the immediate and ultimate results obtained, and the 
frequency of subsequent pregnancies. With regard 
to the diagnosis, tuberculous pelvic abscess forms an 
exception to the rule. Its nature is not usually 
recognized before operation. 

The complications which are often associated with 
pelvic abscess and may develop unexpectedly during 
the convalescence in any case markedly increase the 
inherent gravity of the disease. Not infrequently 
their symptoms may be almost completely masked 
by the greater prominence of those due to the pelvic 
abscess. 

In 67 per cent of all the author’s cases of pelvic 
abscess vaginal incision and drainage was the only 
operative treatment employed. The nature of this 
operative procedure and the propinquity of the 
pelvic abscess to the pelvic viscera favor the occur- 
rence of operative accidents. Because of the anatomi- 
cal relationships also, pelvic abscesses may rupture 
spontaneously into the bladder, the rectum, the 
vagina, or the peritoneal cavity, or may burrow out 
into the retroperitoneal spaces and spread exten- 
sively. Operative or spontaneous rupture into the 
bladder or rectum leads to the formation of fistule 
which greatly prolong the convalescence. In this 
article the histories of such fistule are discussed 
in detail. 

The convalescence of patients with pelvic abscess 
who have been treated by vaginal incision and 
drainage requires careful surveillance as complica- 
tions of a serious nature are common and require 
prompt treatment. The essential factors in the 
routine postoperative care are the Fowler position 
and prolonged drainage. The pelvic drains should 
not be removed for at least ten days. After their 
removal the drainage tract should be dilated 
digitally every day or two to preserve its patency. 
Irrigation of the abscess sac the author condemns. 
The convalescence of patients with tuberculous 
abscesses of puerperal origin is usually much more 
stormy, prolonged, and febrile than that of patients 
with any other type of pelvic abscess. In every case 
of pelvic abscess general hygienic measures should 
be employed to build up the patient’s strength. 

In all of the author’s cases of pelvic abscess, 
regardless of the type, the mortality following 
treatment by vaginal incision and drainage was 5.1 
per cent. In the gonorrhceal type it was 4.5 per 
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cent; in the puerperal type, 12 per cent; and in the 
tuberculous type, about 25 per cent. It is difficult 
to obtain accurate statistics with regard to the 
mortality in cases of tuberculous pelvic abscess 
because it is probable that in many instances in 
which laparotomy was not performed the true 
nature of the infection was not recognized. The 
most frequent cause of death in these cases is gen- 
eral peritonitis. 

The average length of convalescence of patients 
with pelvic abscess treated by vaginal incision and 
drainage has been between two and three weeks. 
Although at the end of this time 88 per cent of the 
author’s patients left the hospital free from symp- 
toms, it would be impossible to state that they were 
therefore free from the disease as in g2 per cent 
pelvic abnormalities were palpable, in 47 per cent 
the temperature was above 98.6° F., and in 37 per 
cent the pulse rate was more than too per minute. 
Practical conditions beyond the control of the 
clinician often make it impossible to keep these 
patients in the hospital as long as is advisable. 
In practically all of the author’s cases, however, the 
most important result desired was obtained in that 
the progress of a serious infection was arrested, the 
development of grave complications was avoided, 
good health was restored at least temporarily, 
and the acute symptoms were entirely relieved. 

In cases of pelvic abscess which have been treated 
by vaginal incision and drainage it should be a 
routine procedure to follow up the hospital treat- 
ment by active therapy in the office or dis- 
pensary as the infection which has been harbored 
for months, and in some cases for years, and of which 
the abscess was only an acute manifestation 
is still present and may at any time flare up in 
fulminating form. In some instances two or three 
months of active office treatment with visits once a 
week are necessary before the infection seems to be 
perfectly controlled, the symptoms are entirely 
relieved, and good health is restored. In three- 
fourths of the author’s cases this end has never been 
achieved permanently without extirpation of the 
focus of the infection by an abdominal operation. 
In deciding the question as to when a second 
operation of more radical nature should be advised 
the personal equation is often an important factor. 
The persistance of definite symptoms, the con- 
tinuation of poor health, and the presence of pelvic 
abnormalities which will not yield to medical 
treatment should be the clinical indications guiding 
one in giving advice on this question. 

Apparently 25 per cent of the author’s patients 
‘with pelvic abscess have been permanently cured by 
vaginal incision and drainage. These patients have 
been relieved of all symptoms and have been in 
perfect health for periods varying from three to 
twenty-five years. Twenty-two per cent have been 
benefited permanently. In 56 per cent of the cases, 
however, this treatnent has resulted in ultimate 
failure in that the symptoms have not been relieved 
permanently, 


The functional integrity of the pelvic organs as 
shown by the ability of the patient to become 
pregnant and give birth to normal children is not 
always destroyed by a pelvic abscess, although in 87 
per cent of the author’s cases permanent sterility 
resulted. It is difficult to see how the vaginal 
incision and drainage of a pelvic abscess could be a 
factor in inducing this sterility. About 13 per cent 
of the author’s patients had subsequent pregnancies 
after being treated for pelvic abscess by vaginal 
incision and drainage. The ability of a patient to 
become pregnant, however, is not always an in- 
dication that she has been symptomatically cured 
for in no small number of instances women who have 
become pregnant after their recovery from pelvic 
abscess have been symptomatically miserable be- 
cause of the discomfort and the gastro-intestinal 
disturbances associated with inflammatory ad- 
hesions, chronic appendicitis, or other sequele of 
chronic pelvic inflammatory disease. Although a 
woman in such a condition may occasionally become 
pregnant, the author has never seen a pregnancy 
carried successfully to term when the treatment for 
pelvic abscess failed symptomatically. He knows of 
no cases of subsequent pregnancy in patients with 
tuberculous pelvic abscess. Forty per cent of all the 
subsequent pregnancies which occurred in women 
who had been treated for pelvic abscess by vaginal 
incision and drainage ended in miscarriage, and the 
incidence of puerperal infections under these cir- 
cumstances was high. The number of normal 
children born to patients who have been treated for 
pelvic abscess by vaginal incision and drainage was 
considerably greater than the number of deaths due 
to the disease when it was treated by this procedure. 

After having been treated for pelvic abscess by 
vaginal incision and drainage, 23 per cent of the 
author’s patients had no dysmenorrhcea whatever. 
In 56 per cent it was less severe, and in 21 per cent it 
was of equal or greaterseverity than that experienced 
before the operation. Eight per cent of the patients 
ceased menstruating entirely after the development 
of the pelvic abscess. Because of the fact that these 
patients were young women who had not been 
subjected to any radical surgical procedure, this 
cessation of menstruation seems to indicate the total 
destruction of the menstrual function by disease. 
* From 1890 to 1895 the technique of vaginal in- 
cision and drainage which was employed in Whar- 
ton’s clinic was in general like that of Laroyenne. 
Since 1895 the procedure has been simplified. 
With regard to a comparison of the results which 
have been obtained by these two different methods of 
treatment—the older method of Laroyenne, with the 
drainage tube and daily irrigations, and the use of 
simple gauze drainage without irrigations—Wharton 
believes it sufficient to state that both the im- 
mediate and ultimate results of the simpler and safer 
method have been as satisfactory as those of the 
procedures formerly in vogue, but in neither case 
have they fulfilled the hopes of those who developed 
these operative procedures. 
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On the basis of a study of 462 cases of pelvic 
abscess treated by vaginal incision and drainage it 
seems that this operative procedure has two distinct 
functions: (1) as a method of pelvic diagnosis; 
(2) as a method of treatment. In the presence of 
pelvic tumors of uncertain origin a vaginal incision 
will often establish the diagnosis and place the 
operative indications on a rational basis. As a 
therapeutic procedure in pelvic abscess it has been 
most uniformily successful in giving drainage to 
pelvic collections, checking the spread of the 
infection and relieving the patient of immediate 
symptoms and the danger of complications. This 
much can be accomplished almost always by this 
procedure. In 25 per cent of all of the author’s 
patients the relief has proved to be lasting. In 75 
per cent, however, it has been only temporary, a 
large number of the patients having returned to the 
hospital for operative treatment of a more radical 
nature. In these cases the previous drainage of 
the pelvic abscess rendered it both safer and easier 
to perform operations of a conservative nature. 

E. L. Corne.t. 


Lapham, M. E.: The Adrenalin Hypertension of the 
Climacteric. Woman’s M.J., 1921, xxviii, 51. 


When the production of vasodilating and 
hypotensive substances by the reproductive system 
becomes inadequate, the adrenalin tends to become 
unduly influential. 

In cases of unstability of the autonomous nerv- 
ous system adrenalin predominance may cause in- 


stability of the vasomotor and heat centers as shown 
by the vasomotor phenomena of the climacteric. 

The hypertension of the climacteric may be 
associated with cardiovascular, cardiorenal, and 
pancreatic strain leading to the formation of cardiac, 
renal, and pancreatic disease. 

The irritability of the sympathetic nervous system 
may cause glycosuria, hyperglycemia, and the 
diabetic diathesis. 

The stimulating effect of adrenalin upon the 
suprarenals as a whole may cause an over-production 
of cholesterin in the blood which is closely associated 
etiologically with biliary lithiasis as well as with 
xanthematous manifestations. 

Since this undue influence of adrenalin originates 
just when the reproductive system fails in its pro- 
duction of vasodilating and hypotensive stimuli, 
the administration of these stimuli is logically indi- 
cated to counteract the influence of the adrenalin. 

The desiccated substance of all the sex glands, the 
pituitary, and the thyroid represents these stimuli. 
If there are no indications of increased cholesterin 
production, the suprarenal cortex may be used with 
great advantage. 

If there are indications of hyperthyroidism 
the use of thyroid substance should be carefully 
considered. Thyroid substance should not be given 
unless the secondary compensatory nature of the 
hyperthyroidism can be traced. 

Large doses of the sex glands and small doses 
of the thyroid and pituitary should be used. 

C. H. Davis. 
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PREGNANCY AND ITS COMPLICATIONS 


Haffner, R.: So-Called Placental Infarcts and 
Their Relation to the Albuminuria of Preg- 
nancy (Les soi-disant infarctus placentaires et leur 
relation avec l’albuminurie de la grossesse). Gynéc. 
et obst., 1921, ii, 81. 


This article is based upon the examination of the 
urine in 400 cases of pregnancy. Albumin was found 
in 73 cases. In almost half of the cases of albumin- 
uria the placenta was intact. In a great number of 
the others, the group which included the majority 
of the cases of nephritis and eclampsia, the placental 
changes were very slight. In no instance were they 
so marked that they disturbed the nutrition of the 
foetus. In 771% per cent of the cases in which a 
placental change was found the urine was free from 
albumin. 

In the formation of fibrinous patches in the 
placenta two processes are responsible, circulatory 
disturbances and hyaline degeneration of the 
chorionic villi with proliferation of ectodermal cells. 
The exact pathogenesis of this condition, however, 
is still not clear. Endometritis and syphilis as 
contributory factors may be ruled out. It is 


probable that in the great majority of cases the 
cause is to be found in the circulation. 
Of the 7714 percent of the cases of placental 


change in which the urine did not show albumin 
Haffner found recently formed fibrinous patches in 
30 per cent. In another group of 27 cases in which 
recent or old fibrinous foci were discovered there was 
no albuminuria during pregnancy or labor. In a 
few cases in which albuminuria was observed during 
the last days of pregnancy and the placenta showed 
old fibrinous patches a relationship between the 
albuminuria and the placental changes could be ex- 
cluded as the latter were of much longer duration 
than the former. From these cases as well as those 
with placental changes but without albuminuria it 
may be concluded that albuminuria is of no primary 
importance in the formation of placental infarcts. 
In cases of nephritis and eclampsia the author 
found the placenta intact or only slightly changed in 
ro cases: while in a large number in which the 
placenta exactly resembled the type believed to be 
associated with albuminuria no trace of albumin 
was found in the urine. Accordingly there was no 
direct relationship between the nephritis and the 
fibrinous areas. W. A. BRENNAN. 


Martius, H.: Prophylactic Cesarean Section (Der 
prophylaktische Kaiserschnitt). Zentralbl. ff. 
Gynaek , 1921, xlv, 161. 


The possibility of effecting delivery by abdominal 
section even in unclean cases has increased the 
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prophylactic use of cesarean section and decreased 
that of artificial premature delivery and version. 
The author prefers the deep, intra-abdominal czsa- 
rean section. The extraperitoneal incision has been 
given up on account of the danger of injuring the 
bladder and because the peritoneum is less sensitive 
to infection than the cellular tissue. Martius men- 
tions a case in which, in spite of the presence of 
streptococci in the amniotic fluid and marked sup- 
puration of the skin wound, the abdomen was not 
infected. 

In cases not too severely infected (the condition 
of the pulse is important in judging the degree of 
infection) perabdominal cesarean section is per- 
formed. The indications for cesarean section are a 
dead child and a conjugate less than 6 cm. or a 
living child and a conjugate of 7.5 cm. orless. When 
the child is dead and the conjugate is more than 
6 cm. perforation is indicated, but when the child 
is living and the conjugate is over 7.5 cm. the 
treatment of primipare and others not too severely 
infected is expectant. In the cases of multipare 
whose previous deliveries have been difficult, 
cesarean section is performed soon after the begin- 
ning of pains (prophylactic ca#sarean section). 
Formerly prophylactic version was done. In the 
cases of primipare and multipare with a conjugate 
over 7.5 cm. prophylactic section should be per- 
formed without waiting for the thinning of the lower 
uterine segment, beginning fever, and the develop- 
ment of poor heart tones, which offer absolute indi- 
cations. 

Like Lichtenstein, the author advocates delivery 
by section in cases of unfavorable presentation 
when the bag of waters has ruptured and the pains 
are not exerting any effect, even though it is not 
certain that the canal is uninfected. If after two or 
three hours of severe pains there has been no mould- 
ing or further progress of the head, operation should 
be performed, regardless of early rupture of the bag 
of waters, previous vaginal examinations, or a rise 
in temperature. 

In cases of severe infection with purulent liquor 
amnii, tympany of the uterus, and small, frequent 
pulse, total extirpation of the emptied uterus is 
indicated if the child is living. If the child is dead, 
perforation is done. Unfortunately, perforation of 
the living child is not always avoidable. If conserva- 
tive section cannot be considered on account of the 
severity of the infection, the uncertain life of the 
child is sacrificed by perforation in order to preserve 
the possibility of further pregnancies which would 
be destroyed by total extirpation. However, by 
delivery by prophylactic section at the right time 
the frequency of this procedure can be greatly 
limited. (Z). 
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Constantinesco, P.: The Cesarean tion in 
the Treatment of Perforated Wounds of the 
Abdomen and Gravid Uterus (L’opération césa- 
rienne comme traitement des plaies pénétrantes de 
l’abdomen et de l’utérus gravide). Presse méd., Par., 
1921, XXiX, 135. 


A countrywoman in the ninth month of pregnancy 
near term received a perforating injury in the abdo- 
men through which the umbilical cord protruded. 
She was taken immediately to a hospital where an 
abdominal cesarean section with abdominal and 
vaginal drainage was done. The child was extracted 
living and in good condition and the mother left the 
hospital forty-five days later in excellent health. 

According to surgical principles a wound of the 
uterus, being a wound of a hollow organ, should be 
surgically treated by evacuation and drainage. Ina 
penetrating abdomino-uterine wound without infec- 
tion—that is, when the patient is seen immediately 
after the accident—the conservative cesarean opera- 
tion with double drainage is the best treatment 
based on the surgical indications. If such a wound 
is infected—that is, when the patient is not seen until 
from twenty-four to forty-eight hours after the 
accident—the cesarean operation with total hyster- 
ectomy and double drainage is indicated. 

W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Grattan, J. F.: Pudendal Hernia; Operation by 
Abdominal Route; No Recurrence in Two 
Years. Surg.,Gynec. & Obst., 1921, xxxii, 131. 


Grattan states that this type of hernia is rare as 
Moschcowitz collected only eleven authentic cases. 
None of these was cured by operation. The hernia 
is caused by difficult labor, the strain of which 
separates the levator ani fibers and causes the 
descent of the protruding viscus through the 
normally weak triangle bounded by the ischio- 
cavernosus, constrictor cunei, transversus 
perinei. 

The symptoms of this condition in Grattan’s case 
were “irritation in the rectum with difficulty in 
moving the bowels (enemata being used) and, in 
addition, a bearing-down sensation in the vagina.” 

The general physical examination was negative. 
The vaginal and proctoscopic examinations showed 
nothing unusual. While the examining fingers were 
in the vagina, however, the development of a 
swelling about the size of a hen’s egg was noted 
when the patient coughed. This mass, which was 
soft and reducible and gurgled, was external to the 
left labium majus. Its development was associated 
with an increase of the symptoms. 

The herniation was approached by the abdominal 
route. Exposure of the pelvic organs revealed the 
descent of the sigmoid loop through a triangular 
opening in the floor of the pelvis. This opening was 
bounded anteriorly by the posterior reflection of the 
left broad ligament, mesially by the lower segment 
of the uterus and the left uterosacral ligament, 


and laterally and posteriorly by the rectum. The 
sigmoid being fixed at its point of continuation into 
the rectum, appeared to slide down along the 
posterior surface of the broad ligament and dis- 
appear through the hernial opening. Practically 
the entire loop was out of view. 

Gentle traction brought the entire sigmoid loop 
out of the sac. There were no surface adhesions and 
no evidences of constriction at any point. The 
opening was triangular in outline, the uterosacral 
ligament forming the base, the reflection of the 
broad ligament the anterior arm, and the rectum 
(in an irregular sense) the posterior arm of the 
triangle. 

There was no process of the sac descending into 
the left labium as in the cases of “pudendal” hernia 
reviewed by Moschcowitz. However, the exit and 
course of the descent in this case were undoubtedly 
the same, the final destination being the subcutane- 
ous tissue of the upper adductor region of the thigh 
rather than the labium. 

The protrusion undoubtedly occurred through a 
rent in the levator ani muscle and passed through 
the triangle bounded externally by the ischiocaver- 
nosus, internally by the constrictor cunei, and 
posteriorly by the transversus perinei, and along 
7 lateral wall of the vagina, emerging in the 

gh. 

No attempt was made to extirpate the sac. Five 
or six mattress sutures of double Pagenstecher linen 
were passed across the long arms of the triangle, 
closing it tightly. 

Two years have elapsed since this case was 
operated upon and repeated examinations fail to 
show recurrence. The patient has performed all the 
heavy work of the household during these two years. 

EUGENE Cary. 


Schickelé, G.: A Voluminous Retroplacental 
Hzmotoma Formed During Delivery and 
Simulating Uterine Rupture (Hématome rétro- 
placentaire volumineux au cours de la période de 
délivrance simulant une rupture utérine). Gynéc. 
et obst., 1921, iii, 204. 

Shortly after spontaneous delivery, a primipara, 
aged 22 years, showed symptoms of internal 
hemorrhage which led to the diagnosis of rupture 
of the uterus. There was no blood loss by the vagina 
and the uterus was well contracted. Bulging was 
noted in the region over the symphysis and there 
were strong pains in the lumbar region. The pla- 
centa with its foetal surface presenting blocked the 
vulvar opening. Its extraction, which was easily 
effected, gave issue to several large clots and a 
considerable quantity of fluid blood. Palpation by 
the hand inserted in the vagina revealed no rent 
in the uterus. 

An exploratory laparotomy was done. There 
was no blood in the abdomen and no uterine tear. 
The peritoneum also was intact. The patient died 
with the symptoms of acute anemia but autopsy 
showed that the blood loss, though considerable, 
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was not the immediate cause of death, the fatal 
termination being due rather to heart and kidney 
trouble of long standing aggravated by the preg- 
nancy. There was also an acute endocarditis. 
The curious point in the case is that the placenta, 
although spontaneously detached, was not expelled. 
The hemorrhage was produced during the detach- 
ment. By some obscure mechanism the detached 
placenta with the foetal surface downward almost 
hermetically sealed the vagina. All the blood, 
therefore, was accumulated behind it and caused 
the bulging over the symphysis. The placental 
detachment was of the Baudelocque type. The 
retroplacental haemorrhage was rapid and _ there 
was atony of the cervix, vagina, and the lower third 
of the uterus. W. A. BRENNAN. 


Vilaplana, J. M.: Premature Separation of the 
Placenta Normally Inserted (Disinsercion pre- 
matura de la placenta normalmente insertada). 
Rev. espan. de med. y cirug., 1920, iii, 590. 


In order to ascertain the frequency of intra- 
placental hemorrhage and its relationship to 
retroplacental hemorrhage the author examined 
1,015 placentae. Of these, 967 showed no signs of 
premature disengagement, and 293 (30.29 per cent) 
showed intraplacental hemorrhage. In 37 cases 
there was retroplacental haemorrhage, and of these, 
27 showed intraplacental hemorrhage in addition. 
In 11 cases of clinically premature separation, 10 (91 
per cent) showed intraplacental haemorrhage. In 26 
cases of eclampsia there were 16 intraplacental and 
8 retroplacenttal haemorrhages. In 61 cases of 
albuminuria and cedema there were 26 intrapla- 
cental and 3 retroplacental hemorrhages. In 124 
cases of albuminuria there were 61 intraplacental 
and 7 retroplacental hemorrhages. In 575 cases 
labor took place without any hemorrhage. 

The author concludes that toxemias of pregnancy 
are frequently the cause of placental hemorrhages. 
Retroplacental hemorrhages are generally inde- 
pendent of intraplacental bleeding, but the two may 
coexist. Degeneration, necrosis, and inflammatory 
processes in the placenta are not the usual causes of 
such hemorrhages. Albuminuria, eclampsia, and 
retroplacental haemorrhages are all manifestations 
of toxemic conditions of pregnancy. Albumin was 
found in 75 per cent of the cases. In 30 per cent of 
these the condition was due to renal affections and 
in 20 per cent the amount was insignificant. Small 
placental haematomata commonly occur in primi- 
pare without any externa! manifestations of 
hemorrhage. In multipare the hamatomata are 
larger. 

The complications mentioned may lead to the 
interruption of pregnancy. In two-thirds of all 
cases the interruption occurred in the last three 
months. The treatment in such cases is directed 
toward saving the life of the mother. Expulsion does 
not usually take place spontaneously. Tamponade 
is not advisable. The membranes should be rup- 
tured to accelerate labor and prevent further 


hemorrhage. Version and extraction should be 
done, or if the dilatation of the cervix is suf- 
ficient, forceps should be applied. Insufficient 
dilatation may be overcome by incising the cervix. 
When rigidity of the cervix persists, abdominal 
cesarean section is indicated. W. R. MEEKER. 


Dutrey, J.: The Importance of Circles of the Cord 
About the Neck in Subcutaneous Symphysiot- 
omy by the Frank-Zarate Method (Sinfisio- 
tomfa subcutanea Frank-Zarate; importancia de 
las circulares del cordon). Semana méd., 1920, 
xxvii, 851. 

In a case of contracted pelvis. subcutaneous 
symphysiotomy by the Frank-Zarate method was 
performed and was followed by spontaneous de- 
livery. The foetus had two turns of the cord around 
its neck and died a few minutes before expulsion. 
This case was used as an occasion to study in detail 
the new subcutaneous symphysiotomy perfected by 
Zarate. The technique of this procedure is briefly as 
follows: 

With the patient in the obstetrical position after 
disinfection of the cutaneous surfaces with iodine, 
two assistants support the legs in flexion and 
abduction. The operator then introduces two fingers 
of the left hand into the vagina, displacing the 
urethra to the right and thus keeping it away from 
the symphysis. The clitoris is pulled down under- 
neath the arcuate ligament by the thumb where 
it is held fixed. 

The midpoint of the symphysis is next located 
with a bistoury and the skin and subcutaneous 
tissues are punctured. The anterior ligament is cut 
from above downward and then the fibrocartilage. 
The entire fibrocartilage having been sectioned as 
far as the arcuate ligament which is protected with 
the thumb of the left hand, the two halves are 
separated by forced abduction of the thighs already 
flexed upon the abdomen. The bistoury thus comes 
into contact with the fibers of the arcuate ligament 
and the latter are sectioned carefully by repeated 
small incisions. Abduction is increased so that 
separation of the fibers proceeds about 1 cm. farther. 
The bistoury is then removed. Its removal is 
followed by a hemorrhage of 20 to 30 c.cm. of 
blood. In the space thus made compression is 
exerted by the vaginal fingers and the thumb outside. 
The hemorrhage soon ceases and the small skin 
incision is sealed with collodion. 

The essential difference between Frank’s tech- 
nique and that of Zarate lies in the method of 
attacking the arcuate ligament. In the former the 
entire arcuate ligament is sectioned at once, while 
in the latter the uppermost coarse fibers are cut, a 
few at a time, and the remainder are torn from their 
insertion by forced abduction, rupture of the corpus 
cavernosum of the clitoris being thus avoided. 
Wounds of the vaginal wall are also prevented by 
the guiding fingers in the vagina. Hamorrhage is 
very slight and hematomata are rare so that conse- 
quent thrombophlebitis is avoided. 
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In the case reported there had been premature 
rupture of the membranes, the foetus was large, 
the pelvis moderately contracted, and labor had 
been in progress thirty-three hours. Under chloro- 
form anesthesia subcutaneous symphysiotomy was 
performed, giving a separation of about 3 cm. The 
foetal heart tones were distinct at this time. Pituitrin 
was given. About one-half hour later the heart 
tones could not be heard. Fifteen minutes later 
the foetus was born with the cord wrapped twice 
around its neck. Autopsy showed that the child 
died from asphyxia. The author regards circles of 
the cord about the neck as a contra-indication to 
symphysiotomy. Their presence should first be 
determined if possible by deep digital examination. 

W. R. MEEKER. 


NEW-BORN 


Tennent, R.: Exomphalos, or Hernia into the Um- 
bilical Cord. Brit. M.J., 1921, i, 263. 


Exomphalos is a hernia of the abdominal viscera 
into the umbilical cord. It has been estimated that 
the condition occurs once in from 600 to 2,000 
births. The abnormality consists of a globular 
asymmetrical swelling situated at the abdominal 
attachment of the cord and extending into its sub- 


stance. The coverings are often light gray in color 
and sufficiently transparent to reveal the sac con- 
tents. In other cases the color is darker and the 
sac opaque. The sac consists of three layers, am- 
nion, Wharton’s jelly, and peritoneum. Usually 
it contains a part of the intestinal tract and not 
infrequently a Meckel diverticulum. 

Rarely the contents can be reduced into the ab- 
domen. Obstruction or strangulation may occur. 
If treatment is delayed, death is caused speedily 
by intestinal obstruction or tearing and sloughing 
of the covering membranes which result in peritoni- 
tis. Immediate operation is indicated. The sac 
having been opened, the contents should be separ- 
ated and, if healthy, returned to the abdomen. The 
vessels of the cord should be carefully ligated at 
the neck of the sac. For the relief of distention and 
the administration of fluid after operation, an ap- 
pendicostomy may be done through a stab wound. 

With regard to the etiology three factors are con- 
sidered: antenatal conditions, developmental causes, 
and defects in function. Abnormal presentation 
may be the cause. Hydramnios, an unduly short 
cord, or a persistent omphalovitelline duct is some- 
times believed to be responsible. A defect in the 
development of the mesoblastic layer of the ab- 
dominal wall is more probable. M. R. Hoon. 
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ADRENAL, KIDNEY, AND URETER 


Klika, M.: The Dangers of Pyelography and Their 
Prevention (Gefahren der Pyelographie und ihre 
Verhuetung). Casop. lék. Eesk., 1921, lix, 633, 647. 


Pyelography with the injection of collargol solu- 
tion into the pelvis of the kidney is not without 
danger. To avoid accidents Lichtenberg and 
Joseph have worked out the following technique: 

One or two days previously mild laxatives and 
enemas are given and the bladder is thoroughly 
irrigated (pyelography is contra-indicated in acute 
cystitis). Following examination of the bladder a 
10 per cent solution of collargol is injected under 
observation with a No. 4 or 5 ureteral catheter 
which is thoroughly lubricated in order to prevent 
injury to the canal. The injection is stopped as soon 
as the collargol returns into the bladder. The 
collargol is injected at body temperature, slowly, 
evenly, and with very little pressure. The use of 
narcotics is avoided. After the X-ray examination 
all the collargol is removed by aspiration and 
irrigation. 

In spite of these precautions the author found in 
a kidney extirpated for tuberculosis numerous 
microscopic and macroscopic rests of collargol 
which extended even up to the kidney tubules of 
the pyramids and into the Henle loops. Following 
the use of a 10 per cent solution of potassium iodide 
instead of collargol according to the method of 
Rubritius the author has not observed injury of the 
kidney. Kinpt (Z). 


Caspari: Renal Tuberculosis: A Critical Study of a 

Series of Cases Treated Surgically (La tuber- 
culose rénale; étude critique d’une série de cas 
opérés). J. d’urol. méd. et chir., 1920, X, 329. 


The author gives the detailed clinical histories of 
16 cases of renal tuberculosis treated by operation. 
Eleven were those of women and 5 those of men. 
In most of the cases the right kidney was involved. 
The age limits of the patients varied from 18 to 57 
years. 

Caspari’s first finding in the histologic study of a 
number of specimens was that surgical tuberculosis 
of the kidney develops as a rule from a medullary 
lesion. In only 7 of his cases did it appear probable 
that the condition originated in the cortex. The 
pyramids appeared to favor the bacilli. 

In 4 of the cases the kidney was low and mobile, 
but Caspari does not believe that ptosis plays an 
important part in the development of renal tuber- 
culosis. Adiposis of the tuberculous kidney was 
observed in 4 cases. 

The specimens showed cavities such as are usually 
found in the tuberculous kidney. They were arranged 


around the central zone of the kidney, involved only 
a part of the kidney, or were situated irregularly in 
the parenchyma. In 2 cases cysts were found; one 
of them contained a calculus. 

In about one-third of the cases the kidney pelvis 
was moderately dilated and showed other signs of 
tubercular invasion. The ureter was usually in- 
flamed and had thickened walls. 

Caspari describes the general symptoms upon 
which a diagnosis of renal tuberculosis is based. 
In some cases palpation will not reveal the condition 
and deep pressure will not provoke the least pain. 
Examination of the urine for the Koch bacillus is 
essential. In the author’s 16 cases this examination 
was positive in 12. The absence of the Koch bacillus 
in the urine, however, does not exclude tuberculosis. 
Another test of importance is the test of animal 
inoculation, but even negative inoculation does not 
rule out the condition. 

The best methods of diagnosing renal tuberculosis 
are cystoscopy and ureteral catheterization. Cystos- 
copy shows which kidney is diseased and reveals the 
nature of the cystitis. Ureteral catheterization 
furnishes reliable information regarding the condi- 
tion of the ureters and permits separation of the 
urine from the two kidneys. 

As regards the treatment Caspari states that 
anatomical and clinical facts show that renal tuber- 
culosis does not become cured spontaneously. In 
none of the kidneys removed in his cases was there 
any evidence whatever of a tendency toward 
spontaneous recovery. Surgical treatment alone 
puts an end to the lesions. Operation should be 
performed as soon as the condition has been diag- 
nosed if the other kidney has been found normal. 
Anesthesia should be induced with pure ether 
because kidney tuberculosis is secondary to pul- 
monary tuberculosis and therefore irritation of the 
lung must be avoided. The author uses 2 parts of 
chloroform to 1 part of ether. As a rule an extra- 
peritoneal lumbar nephrectomy is done and extra- 
capsulary removal of the kidney effected. Two large 
drains are then placed in the cavity. 

Renal tuberculosis is curable if nephrectomy is 
performed at the earliest possible date. 

W. A. BRENNAN. 


BLADDER, URETHRA, AND PENIS 


Melen, D. R.: An Aid in the Diagnosis of Tumor 
of the Urinary Bladder. J. Am. M. Ass., 1921, 
Ixxvi, 782. 


Occasionally in cases of tumor of the bladder 
cystoscopy is impossible because of congenital or 
acquired stricture, hypertrophy of the prostate, 
adenoma of Albarran’s lobe, or some similar con- 
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dition, profuse bleeding, or intolerant or contracted 
bladder. 

In this type of case the author suggests the use 
of cystograms. A case is reported and the following 
conclusions are drawn: 

1. It is possible to demonstrate a tumor of the 
bladder by means of the roentgen ray. 

2. The older methods—injecting the bladder 
with air or an opaque solution—will not always 
demonstrate the tumor. 

3. An air cystogram should be taken first, a 
second picture made after the bladder has been 
filled with 15 or 25 per cent sodium bromide solu- 
tion, and a third picture made immediately after 
the bladder is emptied. Joun P. O’NEt. 


Levy-Weissmann: Perforation of the Prostatic 
Urethra by a Shell Fragment (Perforation de 
Vuréthre prostatique par éclat d’obus). J. d’urol. 
méd. et chir., 1920, X, 271. 


The case reported was that of a soldier. A few 
days following an injury of the buttocks the urine 
became purulent and contained slight traces of 
blood. The examination and the history excluded 
gonorrhceal infection. Urethral catheterization was 
impossible as the finest bougies were stopped by 
some deep obstacle in the canal. By rectal palpa- 
tion a projectile was located in the urethral canal 
at the site of the prostate. The condition was 
diagnosed as perforation of the prostatic urethra by 
a Shell fragment. This diagnosis was confirmed two 
days later by the emission of urine through the 
projectile orifice in the buttock. 

Operation showed extensive destruction of the 
urethral walls but urination was possible as the 
projectile partially re-formed the canal wall though 
it reduced its lumen. The pus came from the dis- 
integrated tissues around the projectile and this 
disintegration was responsible for the communica- 
tion established between the urethra and the 
trajectory of the projectile. The author treated the 
case by the introduction of a retention catheter, thus 
avoiding a suprapubic cystotomy with retrograde 
drainage. W. A. BRENNAN. 


Davis, E. G.: The Young-Stone Operation for 
Urethrorectal Fistula; Report of Three Cases. 
Surg., Gynec. & Obst., 1921, xxxii, 225. 


The Young-Stone operation for urethrorectal 
fistula is essentially an exaggerated Whitehead 
hemorrhoid operation in which a cuff of the 
rectum is dissected free and pulled down far enough 
so that amputation may be performed above the 
fistulous opening. Other important features of the 
procedure are suprapubic drainage, closure of the 
urethral fistula, and the bringing together of the 
fascia and levator fibers in the midline to act as a 
barrier between the urethra and rectum. Davis 
shows each step of the operation by a drawing. 

Less radical procedures are frequently failures as 
proved by the fact that in one case which was 
successfully operated upon by the method described 


as many as eight previous attempts to close a 
fistula had been unsuccessful. 

The Young-Stone operation is not used in cases 
of tuberculous or neoplastic origin, but is indicated 
for fistula produced by surgical trauma such as may 
occur in perineal lithotomy, drainage of prostatic 
abscesses, and perineal prostatectomy. 

The urethral fistula is usually in the membranous 
urethra but may be in the prostatic portion. 

The histories and results of three successful 
operations are given in detail. Harry CuLver. 


GENITAL ORGANS 


Kretschmer, H. L.: Abscess of the Prostate. 
Surg., Gynec. & Obst., 1921, xxxii, 259. 


This paper is based upon a series of 43 cases of 
prostatic abscess. 

Attention is directed to the fact that while this 
condition is frequently a complication of gonor- 
rhoea, gonorrhcea is by no means the only cause as 
it may occur as a complication of other acute infec- 
tious diseases such as typhoid fever, mumps, and 
influenza and may be produced from some distant 
focus by metastasis. 

The series of cases reviewed are grouped as fol- 
lows: (1) cases complicating gonorrhoea; (2) those 
of metastatic origin; (3) those following instrumen- 
tation; (4) those associated with hypertrophy; 
(5) those associated with urethral stricture; (6) 
those associated with appendicitis; (7) those 
associated with stone; (8) those in which the 
etiology is undetermined; and (9) those due to 
general sepsis. 

Thirty patients gave a history of recent or remote 
gonorrhceal infection, while in 16 cases a positive 
smear was obtained at the time of the development 
of the abscess. Pus from the abscess contained 
gonococci in 18 cases, staphylococci in 5, strepto- 
cocci in 1, both staphylococci and streptococci in 
2, and bacillus coli in 1. 

A moderate leucocytosis was noted in all cases in 
which this factor was determined. The highest 
count was 30,000. 

In metastatic prostatic abscess the primary 
focus usually dominates the picture until complete 
retention of urine occurs or defecation is painful 
and difficult, when a rectal examination will reveal 
the complication. The usual type of primary 
lesion producing this complication is phlegmon of 
the extremities or phlegmonous angina, acute 
tonsillitis, furunculosis, or carbuncles. 

Instrumentation was the probable cause in 17 of 
the 43 cases. Such injury may occur in patients with 
venereal disease as well as in those not so affected. 

Abscess associated with hypertrophy of the 
prostate was noted in several instances and is fre- 
quently a difficult condition to diagnose. 

In 1 case in which there was a urethral stricture 
the abscess followed dilatation, the latter being 
undoubtedly a predisposing factor. Another patient 
developed abscess thirty-one days after the removal 
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of a suppurating appendix. As there had not been 
urethral instrumentation of any kind, Kretsch- 
mer is of the opinion that there might be a 
causal relationship between the two conditions. 
Prostatic stone was found associated with abscess 
in one instance. 

Occasionally no etiological factor can be demon- 
strated. In such instances the adjacent viscera 
should be carefully examined and the possibility 
of distant foci kept in mind. 

As at times the clinical picture is that of general 
sepsis, the true nature of the condition is not known 
until late in its course. In other cases abscess of the 
prostate may be a part of a general sepsis or even 
the cause of the general sepsis. 

There is no appreciable difference in the symp- 
toms in the venereal and non-venereal cases after 
the abscess has developed. Essentially they con- 
sist of frequency of urination which varies greatly 
in intensity in different persons; pain, which in one 
form or another is almost constantly present and is 
suprapubic when associated with a full bladder, 
perineal when associated with a sense of fullness, or 
associated with micturition, either initial or termi- 
nal; complete retention of urine necessitating 
catheterization, a frequent sympton varying in 
duration from eight days to twelve hours; difficult 
urination; rectal pain which may or may not be 
associated with the act of defecation; other ab- 
normal rectal sensations such as fullness and 
warmth; and chills and fever. 

Rectal examination elicited palpatory findings in 
all of the cases reviewed. In advanced cases the 
diagnosis is easy. In early cases it is more difficult 
and frequently dependent upon the finding of a 
definite circumscribed area of tenderness and pain. 

Abscesses of the prostate may terminate by 
resolution, rupture, or operation. In the cases 
reviewed only 4 terminated by resolution. Rupture 
may be spontaneous or due to light trauma such 
as straining at stool or the trauma exerted by the 
examining finger by accident or intent. 

Since there are very definite anatomical spaces 
where peri-prostatic infection may result in abscess 
formation, care is always necessary in investigating 
these spaces when a peri-prostatic abscess is drained. 

Sixteen of Kretschmer’s cases were operated 
upon with no operative mortality. In 1, an opening 
was made into the rectum, and in another, into the 
ischiorectal fossa into which the abscess pointed. 
In the remaining 14 the perineal route was used. 
The perineal route is the route of choice. Care is 
necessary that a second abscess is not left behind. 

Waiting for spontaneous rupture of the abscess 
should be discouraged as this time is necessarily 
taken at the expense of prostatic tissue; further- 
more, the drainage from a spontaneous rupture may 
be insufficient so that a chronic discharge or future 
abscess formation will result. 

The after-care consists in routine local treatment 
until the prostate strippings are free from pus. 

Harry CULVER. 


Deaver, J. B., and Herman, L.: The Prognosis in 
Prostatectomy. Arch. Surg., 1921, ii, 231. 

Deaver and Herman discuss, on the basis of 
statistics, the selection of cases for operation and 
the standardization of the mechanics involved in 
prostatic surgery so that the primary mortality and 
the postoperative morbidity will be reduced to the 
minimum. They believe that the two-stage operation 
is a decided step in advance in the treatment of 
certain cases, but question the advisability of its 
routine adoption. 

The indications for the two-stage operation are: 
(1) cases of acute retention due to prostatic hyper- 
trophy which are uncomplicated by stricture of the 
urethra, (2) most cases in which there are great 
quantities of residual urine; (3) all cases in which 
there is severe infection of the bladder; and (4) the 
small group of cases in which drainage is necessary 
on account of bleeding from the prostate. 

In the authors’ opinion this operation is a life- 
saving measure not only in the group of cases in 
which palliative treatment is urgently needed and 
the catheter is ill-borne, but also in many cases in 
which the catheter has been used with apparent 
success in the past. Preliminary cystostomy is, 
without doubt, the most efficient means of prevent- 
ing a kidney breakdown and the spread of septic 
infection. Moreover, it minimizes hemorrhage fol- 
lowing the enucleation of the prostate and thus 
promotes rapid convalescence. 

The primary mortality rate is slightly less following 
perineal prostatectomy than following the supra- 
pubic operation. The primary mortality rate is 
dependent more on the care with which cases are 
selected for operation and the thoroughness with 
which the pre-operative treatment is carried out than 
on the type of operation selected or the skill of the 
surgeon who performs it. The difference in the opera- 
tive mortality following the two types of operation 
is only slight. The suprapubic operation is a much 
safer procedure for the occasional operator, however, 
than perineal prostatectomy. In the authors’ series 
of selected cases the death rate following perineal 
operation was 10.9 per cent, while that following 
the suprapubic operation was 6.9 per cent. 

In the cases reviewed the chief causes of death 
immediately following prostatectomy, in the order 
of frequency, were: uremia, 39; hemorrhage, 32; 
shock, 18; sepsis, 13; cardiovascular disease, 10; 
pyelitis and pyonephrosis, 8; pulmonary com- 
plications, 6; asthenia, 7; and embolism, 5. 

These figures indicate that 69 per cent of all 
deaths following prostatectomy are due to uremia, 
hemorrhage, shock, or sepsis. In almost all of the 
larger series of collected statistics, whether dealing 
with suprapubic or perineal operation, uremia is 
placed at the head of the list of factors causing death. 

The late results of 372 perineal prostatectomies 
and 814 suprapubic prostatectomies are summarized 
as follows: 

Seventy and 76 per cent of the the series of 
patients respectively are reported as being com- 
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pletely cured. Seventy-eight per cent of those who 
were subjected to perineal prostatectomy and 79.4 
per cent of those who were subjected to suprapubic 
prostatectomy were alive and free from bladder 
symptoms two years after the operation. 

In estimating the prognosis in any given case of 
prostatic hypertrophy the physical condition is of 
major importance and the average result of the 
operation is of only relative importance. However, 
if the patient desires statistical information, he can 
be assured that his chances for recovery from the 
operation, in company with that of fellow sufferers, are 
more than go per cent and that the probabilities of 
continued life and entire comfort are more than 70 
per cent. H. A. McKnicat. 


Rosencrantz, H. A.: Prostatectomy Cases, Post- 
operative Treatment. California State J. M., 
1921, Xix, 107. 


Rosencrantz considers postoperative hiccough as 
a potentially serious condition which should be 
checked promptly before the pernicious stage has 
been reached. He considers the most probable cause 
to be pyelonephritis which produces a reflex or a 
toxemia, usually without uremia. Some hiccoughs 
he attributes to acute irritation of the kidney and 
irritation of bacterial toxins rather than to that 
produced by the products of uremia. His plan of 
treatment consists of prohibiting all medicine and 
food by mouth, stomach washings with 1% per cent 
soda bicarbonate solution two or three times daily, 
hot compresses, the administration of 2,000 to 3,000 
c.cm. of a 14 of 1 per cent soda bicarbonate plus 5 
per cent glucose solution during each twenty-four 
hours, preferably by rectum by the drip method, 5 
gr. of chloretone, atropine in 1/100 gr. doses every 
two hours for four injections, and morphine. 

Rosencrantz insists on a drastic initial purgative 
at the beginning of pre-operative treatment, the 


cathartic being given in the morning before break- 
fast and followed by the administration of a cup of 
flaxseed tea every other morning an hour before 
breakfast. On the morning of the day before the 
operation the patient should receive a dose of castor 
oil, and at night, an enema. On the following morn- 
ing the bowels should be flushed again. 

Diarrhoea can be checked only with laudanum; 
bismuth has no effect. The author regards this 
condition as a toxemic diarrhoea. 

Rosencrantz prefers spinal anesthesia because it 
lessens the danger of hemorrhage and uremia, gives 
the most complete relaxation, does not irritate the 
kidneys, and prevents ether pneumonia. 

The causes of a rise in temperature are consti- 
pation, infection in the prevesical space, pyelone- 
phritis, and a flaring up of some old focus of in- 
fection. 

The author urges extreme care to remove not 
only the tumor completely but also the dilated 
prostatic urethra above the verumontanum to avoid 
pouching; drainage of the bladder by the urethra 
as well as the suprapubic wound; the removal of all 
focal infections before operation to prevent flare-ups; 
the drinking of large quantities of water; and the 
avoidance of the frequent application of silver 
nitrate or tincture of iodine to the suprapubic 
wound as it retards healing. 

The one-stage operation is preferred by Rosen- 
crantz in most cases, except when a bladder calculus 
or acute retention is present. Drainage of the 
prevesical space is now a routine measure. He has 
abandoned operating upon cases of cancer of the 
prostate. When the prostate is unusually large and 
a severe hemorrhage occurs at operation, he packs 
the entire bladder very tightly with a large dry roll 
and does not insert a drainage tube. Suture of the 
bladder wall he regards as dangerous. 

Louis Gross, 
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SURGERY OF THE EYE AND EAR 


EYE 


Pacheaca-Luna, R.: Contribution to the Study of 
Onchocercosis. Am. J. Ophth., 1921, iv, 175. 


The term ‘“‘onchocercosis” is applied to a new 
nosological entity which is characterized by the 
formation of a distinctly limited subcutaneous 
tumor containing a filarial Onchocerca and giving 
rise chiefly to disturbances of the eye. 

Robles was the first to discover that the disease 
known as “coast erysipelas” is due to this filaria 
and to recognize the intimate relationship between 
the parasite and the clinical symptoms. 

Onchocercosis exists in an endemic form in an 
extensive strip of land along the coast of the Pacific 
in Guatemala which has an altitude of 2,000 to 4,000 
feet. This species of filaria is regarded as entirely 
new, differing in many points from those already 
known. The tumors are found most frequently in 
the cellular tissue underneath the scalp and are dis- 
tinguished from sebaceous cysts by their location, 
consistency, size, and form. In size and appearance 
they greatly resemble a bean. They can be dis- 
sected easily as they do not adhere to the neighbor- 
ing tissues. The carrier of the filaria has not been 
discovered but there are reasons for believing that 
the inoculation is made by the bite of certain blood- 
sucking insects. 

As the eye has been found constantly affected in 
hundreds of patients it is logical to assume that the 
parasites exercise their action by means of a secretion 
which is carried in the circulation to the whole 
organism. The eye lesions are usually appreciable 
but in some cases not recognizable. 

Extra-ocular manifestations are noted prin- 
cipally in the skin of the face as “coast erysipelas” 
which shows eruptions more or less acute resem- 
bling the streptococcus erysipelas but differing 
from it in that there are no changes in the color of 
the skin or local differences of temperature. 

The subjective symptoms are photophobia, a 
sensation of drawing as though the distended skin 
were about to burst, and local irritation and itching. 

The ocular lesions are classified as: (1) keratitis 
punctata superficialis, horizontal, marginal, or 
inferior; (2) iritis fibrinosa with or without dis- 
turbance of the pupil, and (3) amblyopia without 
other appreciable symptoms. The author em- 
phasizes the fact that pure forms are not found and 
always more than one tissue of the eye is affected. 

Superficial horizontal punctate keratitis, the most 
common lesion, occurs in young subjects. The 
whitish dots in the membrane of Bowman are 
arranged in the horizontal meridian and are grouped 
densely near the edge and less densely toward the 
center, a characteristic of onchocercosis. 


In marginal superficial punctate keratitis or 
microcornea the diameters of the transparent cornea 
are reduced to 8 or 9g mm. due to a compact mar- 
ginal dotting of the same color as the sclera with no 
appreciable line of demarcation. As the lesions do 
not advance to the center of the cornea, visual] 
acuteness is not diminished. 

In fibrinous keratitis organization of the fibrin 
in the lower portion of the anterior segment of the 
eye pulls the pupil downward so that it often reaches 
the limbus. Because of the changes in the optic nerve 
and retina iridectomy does not improve the vision. 

In the amblyopic form no other phenomenon than 
gradual loss of sight occurs and not the least change 
is discernable in any structure of the eye. This 
form affects adults about 4o years of age and vision 
increases considerably as soon as all the tumors are 
removed. S. S. Howe. 


Poyales, F.: The Transplantation of Buccal Mu- 
cosa and Fat into the Conjunctiva in the 
Treatment of Trachoma (Injertos de mucosa y 
grasa bucal en la conjuntiva como tratamiento del 
tracoma). Prog. de la clin., Madrid, 1921, ix, 68. 


After reviewing briefly the etiology, pathology, 
and sequele of trachoma Poyales discusses the 
surgical methods of treating the condition. These 
may be divided into three groups. The first group 
include methods which tend to destroy the granula- 
tions; the second, those which tend to modify o1 
deal with the sequel; and the third, those which 
deal with the prevention of corneal complications. 

Poyales presents a new operation the chief pur- 
pose of which is the prevention of pannus. This 
procedure consists essentially of the transplantation 
of a triangular piece of mucosa and fat from the 
upper lip to the upper portion of the conjunctiva 
adjoining the limbus. It is performed in the follow- 
ing steps: 

1. After cocainization of the eye and the part of 
the lip to be used for the graft, a triangular flap of 
mucosa and fat is dissected up from the lip, one edge 
being left attached. The fat is then scraped from the 
flap, except for a small button in the center. 

2. A triangular flap of bulbar conjunctiva of 
similar size is resected, the base of the triangle being 
at the corneal limbus. The dissection is carried 
down so as to remove some of the corneal epithelium. 

3. One needle of a double-armed suture is passed 
through the sides of the conjunctival triangle and 
the other through the edge of the graft of mucosa 
and fat, the latter still being attached. The two 
sutures having been placed, the graft is cut loose 
and drawn up into the conjunctiva and tied. 

The author claims this operation prevents the 
progress of the disease with the formation of pannu 
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because the foreign membrane acts as a barrier to 
the advance of the trachoma and the button of fat 
in the graft elevates it, thereby preventing the 
granulations of the lid from coming into contact 
with and rubbing against the cornea. 

S. A. SCHUSTER. 


Butler, T. H.: Some Examples of Idiosyncrasy. 
Brit. J. Ophth., 1921, v, 118. 


A nurse consulted the author because of an acute 
conjunctivitis which came on from one to two hours 
after she had made a linseed poultice or had handled 
the seed in any form. A week was required for 
recovery. In another case urticaria developed after 
the handling of linseed. 

In a third case severe eczema of the lids was 
caused by yellow oxide of mercury ointment and 
rapidly cleared up when the application of the 
ointment was discontinued. 

The use of 1 per cent holocaine by an elderly 
woman caused intense pain with vomiting, diar- 
rhoea, and conjunctivitis some hours later. 

In a fifth case a solution of cocaine and homat- 
ropine to which chloretone had been added to 
prevent the growth of molds produced great 
irritation of the eye which was ascribed to the 
action of the chloretone. 

The sixth case was that of aman, aged 70, who was 
under treatment for glaucoma. This patient became 
dizzy and faint when eserin was used immediately 
after cocaine but suffered no ill effects when 
eserin or cocaine was employed alone. 

S. S. Howe. 


Arganaraz, R.: Injections of Milk in Grave Sup- 
purative Processes of the Eye (Las inyecciones 
de leche en los procesos supurativos graves del ojo). 
Semana méd., 1921, xxvii, 57. 


The use of injections of milk is gaining in popu- 
larity in ocular therapeutics in South America. 
This new treatment has given surprising curative 
results in the most severe suppurative lesions of the 
eye. Arganaraz reports two cases. 

The first case was a pentrating wound of the 
eyeball which resulted in a serpiginous ulcer of the 
cornea complicated by a severe panophthalmitis. 
Intense palpebral cedema and tumefaction of the 
lids developed and the margins were agglutinated 
with muco-pus. The conjunctive were injected 
and the corneas chemotic. Hypopyon was present, 
the iris was discolored, and the pupils were con- 
tracted and fixed. Smears from the conjunctival sac 
showed pneumococci and bacillus xerosis. At the 
first consultation, six days after the receipt of the 
injury, the treatment prescribed was as follows: 
(1) instillations in the eye every two hours of a 2 
per cent solution of optochin, (2) ocu'ar irrigation 
with a disinfecting solution, (3) hot fomentations, 
(4) atropine and iodoform in pomade, 1 and 2 per 
cent respectively, and (5) a purgative, liquid diet, 
and rest in bed. 

_ During the following four days there was no 
improvement and several of the symptoms became 


aggravated. At this time the first injection of 10 
c.cm. of sterile milk was given in the gluteal region 
and followed two days later by another similar 
injection. The day after the second injection there 
was marked improvement in both the local and the 
general symptoms. A third injection of 10 c.cm. 
was then given and one week later the eye presented 
almost a normal appearance. The corneal wound 
had cicatrized, the ocular media were transparent, 
and opththalmoscopic examination of the fundus was 
negative. 

The second case was a case of orbital cellulitis, the 
etiology of which it was impossible to determine. 
The treatment consisted of the application of 
fomentations locally, rest, purgation, and light diet. 
As during the two succeeding days no improvement 
was noted, injections of milk were again employed. 
Three injections of 10 c.cm. each were given on 
alternating days. Three days after the last injection 
the eye presented a normal appearance and all 
symptoms had disappeared. 

Most authorities agree that the quantity of milk 
injected should not be over 10 c.cm. given daily or 
every other day. Prolonged boiling or heating to a 
temperature above 120 degrees reduces the thera- 
peutic power. Only fresh milk previously heated to 
boiling for four minutes should be used. Three to 
five injections are sufficient in most cases. 

This therapy has not been employed in simple 
ophthalmia, although it might be advantageous. 
Neither have there been any reports of its use in 
chronic inflammations of the iris and ciliary body. 
In trachoma its results have not been favorable. 
The most beneficial effect has been noted in acute 
suppurative processes and ulcerations of the cornea. 

W. R. MEEKER. 


Brandt, F. H.: Operative Procedure in Chronic 
Persistent Obstruction in the Lachrvmal Sac. 
Laryngoscope, 1921, Xxxi, 191. 

The operation of dacryocystorhinostomy es- 
sentially as done by West is described. The author 
first passes a probe through the inferior punctum 
into the lowest part of the sac and forces it through 
the lachrymal bone into the nose. At this point, to 
obtain a landmark, he removes an 8-mm. flap of 
mucous membrane and then removes the probe. 
The nasal duct should be cut across at its junc- 
tion with the sac, and the edges of the bony 
opening, which should be larger than that in the sac, 
should be made as smooth as possible in order that 
union of the tear sac with the mucous membrane of 
the nose may more readily occur and afford 
permanent drainage. S. S. Howe. 


Feingold, M.: Mooren’s Ulcer of the Cornea. 
Am. J. Ophth., 1921, iv, 161. 


In the case reported the long and progressive 
process in the cornea, the severe pain, and the 
histologic findings leave hardly any doubt as to the 
correctness of the classification of the case even 
though perforation resulted, an occurrence which is 
not regarded as characteristic of Mooren’s ulcer, 
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A careful histologic examination of the eye was 
made and photomicrographs of sections are re- 
produced. One new histologic finding was an 
abundant number of giant cells in the margin of 
beginning ulceration which indicated scavenger 
function. 

Repair is initiated by the growth of the con- 
junctiva to the floor of the ulcer as soon as the 
necrotic material is cast off. Relapses are due to the 
migration of the advancing conjunctiva to the 
cornea before the ulcer margin is cleared of all 
necrotic material and micro-organisms by the giant 
cells. 

No histologic characteristics can be found in the 
cases so far reported, or in this one, to explain why 
this disease only rarely destroys the deeper layers 
of the cornea. Deep ulceration is probably due to 
secondary infection. 

Thorough destruction of all invaded cornea and 
sclera is suggested in the treatment. Even the 
portions already covered by conjunctiva and gran- 
ulation tissue must not be spared if all foci for 
further spread of the disease are to be destroyed. 

S. S. Howe. 


Danis, M.: Proliferating Chorioretinitis. Am. J. 
Ophth., 1921, iv, 153. 

The author reports a case of this rare condition 
in which the eye was injured by a stone with im- 
mediate and complete loss of vision when the subject 
was 7 years of age. At the age of 25 a grayish, 
opaque, mamillated, and somewhat club-shaped 
mass was seen protruding forward in front of the 
optic papilla. Behind the mass the posterior pole 
of the eye was slightly excavated, and around the 
papilla was a circle of choroiditis. The central 
vessels, of normal caliber, left the excavation and 
ascended beside the whitish mass before spreading 
out upon the retina. 

This case presents all the characteristics following 
injuries of the orbit by war projectiles which have 
been described by Lagrange, as there was organiza- 
tion of a choroidal hemorrhage following rupture of 
the choroid and-retina which was marked by pro- 
liferation of the connective tissue of the choroid. 

With regard to the mechanism of the injury 
Gonin is quoted as stating that a blow on the eye 


may cause a partial avulsion of the optic nerve 
indirectly by sharply rotating the globe and that 
exaggerated flexion may produce a rupture of the 
membranes at the border of the optic disc. 
According to Lagrange, these lesions may be due 
to concussion of the bones of the face. “The eye is 
lifted up, shaken, in the same manner as a ship is 
shaken by a ground swell arising under its bottom.” 
The localization of the lesions at the macula and 
posterior pole is due to the fact that the macular 
region is the most delicate and most liable to in- 
jury and when the eye is shaken it is held back, 
twitched, by the optic nerve firmly fastened at the 
apex of the orbit, these motions acting chiefly on the 
posterior pole where they produce ruptures and 
hemorrhages. S. S. Howe. 


EAR 


Dean, L. W., and Bunch, C. C.: The Results Ob- 
tained from One Year’s Use of the Audiometer 
in the Otological Clinic. Larnygoscope, 1921, 
XXxi, 137. 

From one year’s use of the pitch range audio- 
meter the authors are convinced that it gives 
evidence hitherto unobtainable and presents evi- 
dence obtained by other methods more definitely 
and satisfactorily. The results of the tests are easy 
to interpret and may be verified immediately. The 
presence of unsuspected gaps and islands in the 
range tested is easily ascertained. 

Two hundred cases were tested and checked with 
tuning fork tests made by two different persons. 
In a number of cases the results of one of the two 
examinations with the tuning forks did not agree 
with the findings of the audiometer. When these 
cases were rechecked by Dean the audiometer find- 
ings were found to be correct and the tuning fork 
tests at fault. 

The time necessary for the complete examination 
with the audiometer averages fifteen minutes. 
This includes the time required for such oral in- 
structions as are necessary and for writing up the 
record. The authors are convinced of the accuracy 
and reliability of the audiometer and present 
several charts comparing its records with those of 
other clinical tests. O. M. Rort. 
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Sheehan, J. E.: Gillies’ New Method in Giving 
Support to the Depressed Nasal Bridge and 
Columella. N. York M. J., 1921, cxiii, 448. 


Gillies’ new method in giving support to the 
depressed nasal bridge and columella as described 
by Sheehan consists in implanting a piece of chon- 
dral cartilage with or without perichondrium. 
The cartilage is obtained as follows: 

The costal synchondroses are approached by a 
vertical incision 15 cm. long made over the. carti- 
lages of the seventh, eighth, and ninth ribs so that 
its center is opposite the junction of the seventh and 
eighth ribs and it extends through the rectus muscle. 
The rectus muscle is then widely retracted. This 
area is chosen because the ribs here expand into a 
wide plaque and a piece of cartilage of any desired 
size and shape may be obtained. The cartilages 
should be taken from the right side of the chest 
to avoid the possibility of injuring the pericardium 
by causing pleurisy followed by pericarditis and 
the possibility of concussion of the heart. The carti- 
lage may be removed in part or throughout its entire 
thickness. A scalpel, a sharp undermining elevator, 
and a blunt retractor are the only instruments 
necessary. The chest wound is sutured by an assist- 
ant and the thorax is strapped as for a fractured 
rib. 

Before beginning any surgical procedure on the 
nose a photograph should be taken and a plaster 
mold made. 

In making the columella incision, a vertical inci- 
sion is made near the junction of the skin and mu- 
cous membrane of the columella, carried through its 
whole length, brought forward around the columella 
at its base, and then extended upward to the oppo- 
site side. This having been done, the columella is 
hooked backward and held out of the way by an 
assistant. The septal mucous membrane on both 
sides is freed for a short distance for the purpose of 
securing a firm hold and accurate approximation 
when suturing. The skin over the depressed bridge 
is undermined to the infraglabellar region to make 
a bed for the graft. 

The graft is then properly shaped to the desired 
pattern and a triangular piece is excised at its 
proximal end so that it may be bent. The peri- 
chondrium over the bridge of this excised triangular 
piece is left intact to act as a hinge; the rest is re- 
moved. The graft is inserted in the nose and the lower 
part is bent to a right angle, its end fitting into the 
loose tissues at the top of the philtrum of the 
columella. All septal cartilage is removed from the 
columella and the edges and center are so trimmed 
that they envelop the graft. The wound is closed 
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with fine horsehair, care being taken to secure 
accurate approximation of the septal and columellar 
flaps. O. M. Rorr. 


Mullin, W. V., and Ryder, C. T.: Studies on the 
Lymph Drainage of the Accessory Nasal 
Sinuses. Laryngoscope, 1921, xxxi, 158. 

Lymphatic absorption from the antrum, whether 
of bacteria or of inert substances, occurs by the way 
of the submaxillary and internal jugular nodes (the 
latter including the analogue of the retropharyngeals 
in man) to the lymph ducts, the great veins, the right 
heart, and the lungs. Substances reaching the 
lungs may of course pass on to the left heart and the 
general circulation. They may also be taken up by 
pres’ pulmonary lymphatics and reach the bronchial 
nodes. 

Absorption from the tissues of the face in the 
antrum region and from the palate occurs by the 
same route. 

The subparotid and retrosternal nodes may 
sometimes be reached by absorption from the 
antrum and neighboring tissues. 

Absorption from the frontal sinus seems to follow 
the same course as absorption from the antrum. 
From the scalp over the sinus absorption usually 
reaches the subparotid and postauricular nodes. 

Absorption from the meninges reaches the internal 
jugular and probably also the submaxillary nodes. 

There is little if any absorption from the uninjured 
mucosa of the nasal fossa. 

Lymphatic drainage is widely regional. Anas- 
tomosis from node to node and from side to side is 
free. Therefore it is not always possible to fix on a 
single node or group of nodes as the certain point of 
election for metastasis from a given region. 

With respect to lymphatic function as well as 
anatomically the lining membrane of the nasal 
fosse and accessory’sinuses is a “continuous whole, 
and infection at one point can probably be con- 
veyed by the lymphatics to practically any other 
point. 

There are lymphatics penetrating the posterior 
bony wall of the frontal sinus, and under exceptional 
conditions of pressure in the sinus these may carry 
substances from the sinus to the dura over the 
frontal lobe of the brain. 

The tonsils do not appear to receive drainage from 
any area beyond their own surface with its crypts. 

Drainage of the sinuses into the upper air passages 
renders the bronchi and lungs liable to infection by 
inhalation, and this factor may be as important as 
lymphatic metastasis in accounting for the clinical 
association of sinus disease with bronchopulmonary 
disease, though in sinus cases which do not drain 
it seems to be excluded. 
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The authors have not found any direct lymphatic 
communication between the plexus and nodes of the 
head and neck and the lungs and pleura. Theoreti- 
cally, on the basis of development, connections may 
be formed and occasionally may even function, 
but this seems a far-fetched explanation of lung 
metastases from infections of the nose, sinuses, and 
throat. The obvious and easily demonstrated 
routes are: (1) the lymphatic, down the deep cer- 
vical chain and by way of the ducts and veins to the 
right heart and thence directly to all parts of the 
lungs, and (2) the bronchial, by inhalation of in- 
fectious material escaping into the nose. 

Throughout the investigation, and especially in the 
experiments on the frontal sinus in which an in- 
cision was made, the possibility of aspiration of the 
injected substances by injured veins was not 
excluded. However, the findings considered as a 
whole and the fact that the injury inflicted on the 
vessels by the technique used in the antrum series 
was extremely slight make it almost certain that 
venous aspiration was a negligible factor. 

While the research reported warrants conclusions 
only with regard to the animals used, the rabbit and 
cat, the authors have been struck repeatedly by close 
parallels between their experimental findings on the 
one hand and clinical and anatomical observations 
on the other. They are therefore convinced that 
further study will establish other parallels and that 
most, if not all, of their conclusions can be proved 
to apply to the human subject. O. M. Rott. 


Olitsky, P. K., and Gates, F. L.: Experimental 
Studies of the Nasopharyngeal Secretions from 
Influenza Patients. II. Filterability and Re- 
sistance to Glycerol. J. Exper. M., 1921, xxxiii, 
361. 


The authors’ purpose in this paper is to define 
more clearly the nature of the peculiar or active 
substance responsible for the effects produced in 
rabbits and guinea pigs by nasopharyngeal secre- 
tions obtained from cases of uncomplicated influenza 
and to distinguish it from bacteria of the ordinary 
species. 

Before presenting what they regarded as the 
decisive experiments, all of which were made on 
rabbits and guinea pigs, they explain briefly a series 
of tests carried out on monkeys, chiefly Macacus 
rhesus, in which the nasopharyngeal secretions from 
cases of uncomplicated influenza collected from 
twelve to forty-eight hours after the onset of the 
symptoms were filtered through Berkefeld V or N 
canlles and injected intratracheally or subcon- 
junctivally, or by both routes. In some instances 
the material was injected as it came from the filter. 
Occasionally it was concentrated at a low temperature 
in vacuo according to the method of Amoss and 
Tavlor. 

All these experiments resulted negatively in that 
no effects were observed which were not obtained 
also from similarly treated secretions from persons 
believed not to have suffered from influenza. 


The findings of the experiments on rabbits and 
guinea pigs are summarized as follows: 

An active transmissible agent present in the naso- 
pharynx in early cases of influenza was found to 
produce definite and characteristic clinical reac- 
tions and pathologic effects in rabbits as alreacy 
described in an earlier publication. 

The agent as it existed in the nasopharyngeal 
secretions in man and in the lungs of rabbits in- 
jected with the human secretions passed through 
Berkefeld V and N candles. 

The filtered material produced the same effects 
on the circulating blood and the lungs of rabbits as 
the unfiltered material. 

The peculiar effects described as arising in the 
inoculated rabbit were induced also in guinea pigs 
inoculated with the agent. 

The agent responsible for the reaction on the 
blood and the lungs of rabbits withstood the action 
of glycerol in a sterile 50 per cent solution for 
periods up to nine months, but whether it could with- 
stand much longer contact with the chemical or not 
was undetermined. In two experiments after con- 
tact lasting for from ten to twelve months, however, 
it induced no observable changes in the blood and 
lungs of rabbits. G. E. 


Olitsky, P. K., and Gates, F. L.: Experimental 
Studies of the Nasopharyngeal Secretions from 
Influenza Patients. III. Studies of the Con- 
current Infections. J. Exper. M., 1921, xxxiii, 373. 


In a previous article the authors reported the 
effects produced in the lungs and blood of rabbits 
by the intratracheal injection of the nasopharyngeal 
secretions from patients in the early stages of un- 
complicated epidemic influenza. These effects they 
traced to a living substance not of the nature of 
ordinary bacteria. Occasionally, however, though 
rarely, ordinary bacteria were discovered in the 
lungs in the course of the experiments and in such 
cases the lesions of the lungs and the composition 
of the blood were very different. As the authors 
suspected a relationship between the active sub- 
stance giving rise to the peculiar effects observed in 
the lungs and blood and the etiological agent of 
influenza, and since epidemic influenza in man so 
commonly predisposes to a variety of seconcary 
pulmonary infections, they deemed it advisable to 
study also the concurrent ordinary bacterial inva- 
sions. 

The subject was approached from two points 
of view. First, the circumstances under which 
ordinary bacteria accidentally invaded the lungs 
in the course of the transmission experiments were 
considered, and second, concurrent infections were 
induced experimentally in order to imitate in the 
rabbit the operation of the predisposing influences 
of influenza leading to secondary pulmonary affec- 
tions. 

The unfiltered or filtered nasopharyngeal secre- 
tions of early cases of epidemic influenza were in- 
jected into the lungs of rabbits by way of the 
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trachea. Where unfiltered secretions were used bac- 
teria present in the nose and throat were carried 
into the lungs, but they often disappeared or were 
eliminated in the course of subsequent transmission 
experiments. 

The kinds of bacteria and the number of times 
they were observed in the various rabbit and 
guinea-pig passages were as follows: Pneumococcus 
Type IV, 11; Pneumococcus Type II atypical, 3; 
gram-negative hemoglobinophilic bacillus, 2; bacil- 
lus pyocyaneus, 2; bacillus bronchisepticus, 2; mi- 
crococcus catarrhalis, 1; bacillus coli communis, 
1; streptococcus viridans, 1; streptococcus hemo- 
lyticus, 1; gram-negative, slender, spore-bearing 
bacillus, 1; and streptothrix, 1. 

The widespread impression that the inciting 
agent of influenza, whatever it may be, renders the 
lung structures more vulnerable to many bacteria 
ordinarily present in the nasopharynx in health 
suggested that possibly the influenzal agent under 
consideration had a similar effect. A series of ex- 
periments was therefore carried out to test this 
point. The first step was to determine the effects of 
pure cultures of the several bacteria alone, and the 
second, to ascertain whether lungs already damaged 
by the influenzal agent would react differently to 
the bacterial inoculations. 

These experiments showed that the intratracheal 
injection of the influenzal agent in rabbits exerted 
an influence on the pulmonary structures of these 
animals of a nature which encouraged the invasion 
of the lung and the subsequent multiplication there, 
with lethal outcome, of such bacteria as the pneu- 
mococcus, streptococcus, and bacillus pfeifferi 
which otherwise, in the doses employed, were with- 
out marked effect. The control experiments showed 
that the injection of normal rabbit lung exerted no 
such predisposing influence. G. E. Betsy. 
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Williams, F. H.: The Treatment of Hypertrophied 
Tonsils and Adenoids by Radium. Boston 
M.& S.J., 1921, clxxxiv, 256. 


Williams gives a preliminary statement concern- 
ing the action of radium on hypertrophied tonsils 
and adenoids, but no definite data of results. He 
used 50 mg. of radium bromide in a flat container, 
filtering the rays by 0.83 mm. of aluminum held 
directly against the tonsil. The radium was with- 
drawn every few minutes and the total exposure 
was fifteen minutes. 

Reference is made to Murphy’s article “ Induced 
Atrophy of Hypertrophied Tonsils by the Roentgen 


Ray,” but there is no definite statement concerning 
the comparative value of operation and the use of 
the roentgen ray or radium. O. M. Rorrt. 


MOUTH 


Cameron, A. L.: Lipoma of the Corpus Adiposum 
Bucce: a Review of the Literature and Report 
of a Case. J. Am. M. Ass., 1921, |xxvi, 778. 


Cameron’s review of the literature shows that 
lipomata of the corpus adiposum buccw# are most 
unusual. According to Lexer, lipomata of the face 
arise as a rule from the sucking pad. 

Scammon, in 1919, published an exhaustive 
article on the development of the corpus adiposum 
bucce. He described it as “‘a specialized and sharply 
circumscribed mass of adipose tissue which lies in 
the cheek partially wedged between the masseter 
and buccinator muscles, and covered externally by 
the superficial fascia of the face and the zygomatic 
muscle. Posteriorly it is connected by a stalk with 
a much larger fat mass, termed by Forster the ‘‘corpus 
adiposum male,” which is located between the tem-' 
poral and the pterygoid muscles, and which possesses 
a superficial process extending over the outer surface 
of the temporal muscle beneath the temporal fascia.” 
At birth the sucking pad is a prominent structure of 
the cheek. Scammon found it also at autopsy in 34 
of 42 bodies of persons between the ages of 20 and 60. 

Cameron collected 15 cases from the literature. 
Of these, only 4 were reported in the English litera- 
ture. The 15 cases are summarized. The typical 
case revealed a soft, lobulated, elastic and movable 
tumor ranging in size between that of a chestnut and 
that of a man’s fist, situated at the site of the 
corpus adiposum bucce. Most of the tumors were 
removed through a mucosal incision. Only 3 were 
congenital. The ages of onset in the remaining cases 
ranged from to to 62 years. The right side of the 
face was involved in 9 cases and the left in 3. In 3 
case reports the side was not stated. 

The author’s case was that of a boy aged 14 who 
had a tumor of the right cheek which had been pres- 
ent as long as the patient could remember but had 
been noticeable for only two years. The tumor was 
one and one-half times the size of a hen’s egg and 
situated over the buccinator and anterior part of 
the masseter muscles. When the mouth was opened 
it bulged into the oral cavity. It was soft, lobulated, 
painless, and freely movable. It was removed 
through a mucosal incision and found to be a bilobar 
growth weighing 36 gm. Microscopically it was a 
lipoma and resembled in every detail a hypertrophied 
corpus adiposum bucce. Frencu K. HANSEL. 
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